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DEDICATION 
 
 
“I have diabetes and I have to deal with it and make it part of 
who I am” 
 
This is a quotation from Halle Berry, as the first woman from African-American origin 
to be awarded an Academy Award (OSCAR) for best actress in “Monster’s Ball” in 
2001.  According to an interview with Sharon Dale Wiggill for Diabetes Focus 
(2002:8,9), the following: 
- Halle Berry was born on August 14, 1966 in Cleveland Ohio; 
- Had a difficult life being raised by her mother alone; 
- Was diagnosed with Diabetes Mellitus, type 1, in 1988; 
- Struggled with the disease, been in comas quite often; 
- Then decided that she should take charge of her life and of the disease; 
- She has since become an active volunteer of the Juvenile Diabetes 
Foundation; 
- She became successful, starring in movies such as X-men, Die another day 
and Cat woman and of course Monster’s Ball!; 
- She was married twice; 
- She is in a happy relationship at the moment and gave birth to a baby girl on 
March 16, 2008. 
 
 
Other famous people suffering from Diabetes Mellitus and successfully coping 
with the disease are: 
 
Wayne Player, son of golf legend, Gary Player 
Sharleen Surtie-Richards, well-known SA actress 
Ngconde Balfour, minister of Correctional Services 
The late Walter Sisulu, known ANC leader 
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ABSTRACT 
 
 
Diabetes Mellitus (DM) is the new epidemic in the world with 246 million people suffering from the 
disease at the moment and a projected increase to 380 million in 2025 (IDF, 2007b:36).  The developing 
countries are the most vulnerable.  Statistics state that SA and Egypt have the most diabetics on the 
continent.  Globally, each year 3,8 million deaths are attributable to DM (IDF, 2007a).  The Department 
of Health (DOH) and the Cacadu District Municipality (Eastern Cape) are serving a population of 102 
721 in the Kouga and Koukamma areas, which covers an area of 5 992 km², with health care.  There 
are 22 clinics with 28 registered nurses for all the clinics and between 3 and 9 lay health workers 
(LHWs) per clinic. For the purpose of this research study, the persons suffering from DM (±3550) in this 
area were taken into consideration (Strydom, 2005).  DM is a chronic disorder and therefore patients 
should be able to manage their disease pattern for the rest of their lives (Healthline, 2008, Mbanya, 
2006:12).  In order to achieve this, continuous and effective patient education by health care providers 
are necessary.  This disease affects more and more people each passing day, because of the rapid 
westernisation of the South African population, leading to more people attending clinics in the public 
health sector (Bonnici, 2002:32).   
 
There are specific guidelines laid down by the Department of Health (DOH) pertaining to the control and 
management of DM.  Guidelines include the early diagnosis, treatment and patient education regarding 
DM (Department of Health, 1997, [revised 2004]).  Evidence from previous research studies showed 
that not all registered nurses are aware of these guidelines and most have not been educated regarding 
the utilisation of these guidelines (O’Brien, van Rooyen & Carlson, 2006:36-40).   
 
In the clinics, the health care givers are confronted with a number of difficulties, such as a lack of funds 
to enable them to order adequate equipment and medicine. Another problem is the migration of 
registered nurses out of the country thus; there is also a shortage of staff to operate these clinics 
(Mkhize, 2004). The organisational structure in the clinics does not function optimally and there is a lack 
of communication between provincial, district and clinic level.  Due to the above-mentioned challenges 
there is also a lack of efficient auditing systems to ensure quality assurance.  Furthermore, a knowledge 
deficit pertaining to DM and the management thereof in all the groups participating in this study, namely 
the registered nurses, the lay health workers (LHWs) and the diabetic patients was found.  The 
empowerment process of the LHW is not explored fully and therefore not executed to its full potential. 
 
To be able to improve the management of DM in this region, it is important to know what the difficulties 
are that the health care givers as well as the patients experience in relation to this issue.  This study 
therefore explored and described these difficulties.  The research was based on a qualitative, 
quantitative, explorative, descriptive and contextual research design.  Health care givers as well as 
diabetic patients attending clinics in the Cacadu region of the Eastern Cape have been requested to 
complete questionnaires pertaining to their knowledge of Diabetes Mellitus.  The current organisational 
structure of the provincial department of health was explored and findings analysed using the activities 
of the management process (Muller, 2006:106).   
 
The SA Government is committed to combining the national human resource development strategy with 
the rapid upgrading of service delivery to all of the nation’s communities.  Stemming from this 
undertaking, suitable members of the community are to be trained as LHWs.  LHWs are to play an 
integral role in strengthening the abilities of the community to empower themselves to participate and 
take responsibility for their own health and wellness (Department of Health, 2001a:4).   
 
From the research, it was found that the above-mentioned national plan had been implemented, but is 
not functioning at optimum level due to several shortcomings/deficits.  Proposed guidelines were 
therefore designed to address the shortcomings and fragmentation of the plan.  As specific knowledge 
deficits in DM were identified during this research study, general educational guidelines were included 
for the registered nurses and the diabetic patients.  The LHW was identified as an indispensable link in 
the chain of efficient health care and therefore, specific educational guidelines on DM were generated to 
prepare her for the role.  With her knowledge, insight into DM and the management thereof and newly 
required skills in educating and supporting of the patient, she could be an asset in the road to optimum 
self-care for the diabetic patient. 
 
KEY WORDS:  Diabetes Mellitus  Management     Guidelines 
  Health care clinics  Cacadu region  Education 
  Organisational structuring Empowerment  Lifestyle 
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CHAPTER 1 
 
AN OVERVIEW OF THE STUDY 
 
1.1 INTRODUCTION AND RATIONALE 
 
According to the World Health Organization (WHO), the non-communicable 
diseases, for example Diabetes Mellitus (DM) and cardiovascular diseases will be the 
biggest health problems after Human Immunodeficiency Virus (HIV) and Acquired 
Immune Deficiency Syndrome (AIDS), together with  Tuberculosis (TB), in the near 
future (Home, 2004:3, Bonnici, 2003:38). 
 
The non-communicable diseases have reached alarming proportions around the 
world and threaten to be the new pandemic of the 21st Century, swallowing the 
meagre health care resources of many countries (Home, 2006: 325, Bonnici, 
2003:38, 39).  Reports indicate that the complications of uncontrolled hypertension 
and DM are gradually replacing communicable diseases, such as HIV/AIDS, TB, 
Viral Hepatitis and Leprosy, in the health milieu of the world (Home, 2004:3, Pullen, 
2003a:8).   
 
Communicable diseases are diseases, which are carried from a person, an animal or 
the environment to another person, either directly or indirectly.  
 
DM is a growing problem with currently an estimated 246 million people worldwide 
who are aware that they are suffering from DM, and an estimated equal number who 
are not aware that they have the disorder (Van der Westhuizen, 2006:5).  According 
to the International Diabetes Federation (IDF), an estimated 30 million people 
worldwide had diabetes in 1985. In 2000, a little over a decade later, the figure had 
risen to over 150 million. 
 
The IDF has also indicated that diabetes accounts for 3,8 million deaths worldwide a 
year, exacting a toll similar to that of HIV/AIDS (Business Day, 2006).  In 2003, the 
number of people with DM in the world was 194 million (IDF, 2007c:39).  By 2025, 
the figure is expected to rise to 380 million (IDF, 2007b:36).  The number of Africans 
with DM is expected to double by 2025, rising from an estimated 10,4 million people, 
or 3,1% of the adult population, to 18,5 million people or 3,5% of the adult population 
in 2025 because of westernisation, according to the IDF (Business Day, 2006). 
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The following data were released by the IDF (IDF, 2007a) pertaining to DM: 
- It is the leading cause of blindness and visual impairment in adults in the 
developed countries; 
- It is the most common cause of amputation which is not the result of an 
accident, and is responsible for over one million amputations per year 
globally; 
- People with diabetes are two to four times more likely to develop 
cardiovascular diseases than people without diabetes; 
- The devastating complications of diabetes, such as blindness, kidney failure 
and heart disease, are imposing a huge burden on health care services.  It is 
estimated that diabetes accounts for between 5% and 10% of a nation’s 
health budget; 
- The human and economic costs of diabetes could be significantly reduced by 
investing in prevention, particularly early detection, in order to avoid the onset 
of diabetic complications; 
- There is conclusive evidence that good control of blood glucose levels can 
substantially reduce the risk of developing complications and slow their 
progression in all types of diabetes; 
- The management of high blood pressure and raised blood lipids (fats) is 
equally important.  In all societies, better control of these parameters would 
contribute to a substantial improvement in the quality of life; 
- An estimated 25% of the world’s nations have not made any specific provision 
for diabetes care in national health plans; and 
- In 2002, the IDF Task Force on Insulin, Test Strips and Other Diabetes 
Supplies conducted its second survey on the access to and the availability of 
insulin in IDF countries.  The International Diabetes Federation (IDF) is a 
worldwide alliance of over 200 diabetes associations in more than 160 
countries, who have come together to enhance the lives of people with 
diabetes everywhere. 
 For over 50 years, the IDF has been at the vanguard of global diabetes advocacy. 
The IDF is committed to raising global awareness of diabetes, promoting appropriate 
diabetes care and prevention, and encouraging activities towards finding a cure for 
the different types of diabetes. 
The regionalisation of IDF was approved by the General Council in 1982 and is 
based on the regional structure of the World Health Organization. IDF has seven 
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Regions: Africa, Europe, the Middle East and North Africa, North America, South and 
Central America, South-East Asia and Western Pacific.  Of the 74 countries that 
participated, 30 admitted that they could not ensure a continuous supply of insulin to 
people with type 1 diabetes.  The situation is especially severe in sub-Saharan Africa 
where no country can ensure 100% access to insulin. 
 
South Africa (SA) is no exception, as an estimated 4,5% of the adult population in SA 
have been diagnosed with DM, and at least 2% of the population are not aware that 
they suffer from this disorder (Van der Westhuizen, 2006:5, (IDF, 2007d: 40).  SA 
and Egypt have been described as the two countries with the highest prevalence of 
diabetes on the African continent (Business Day, 2006).  Jean-Claude Mbanya, an 
executive member of the IDF, says they have projected an 80% increase in new 
diagnoses of DM in Africa in the next 15 years, and 18% of those are expected to 
come from SA (SABC news, 2006).   
 
This is especially true regarding type 2 diabetes.  Type 2 diabetes usually occurs in 
people over 40 years of age that are overweight and inactive and have a family 
history of the condition.  Many people with type 2 diabetes control the condition 
through diet and exercise, but some must use medication in the form of tablets 
and/or insulin (Chase, 2006:23). The reasons for the above-mentioned will be 
highlighted in the following discussion.  
 
Research indicates that not all population groups in the world have the same 
prevalence towards DM.  In 1997, it was estimated that 3.5 - 4 % of whites, 6 - 8 % of 
blacks, 8 - 10 % of coloureds and 13 - 18% of Indians were diabetic in SA (Pullen, 
2001c:6, Leuner, 2000a:411-415).  It seems that people in societies undergoing rapid 
westernisation, are particularly vulnerable, and that the genetic factor is also 
important. 
 
 According to Jean-Claude Mbanya from the IDF, SA will enter the top ten list of the 
most diabetes-affected countries in the world soon, if nothing is done.  He says: ”The 
more you develop, the more you tend to develop DM, and unfortunately for us the 
African gene is a gene for diabetes….” (SABC News, 2006). 
 
For example, there is a gene pool in the Indian population, which makes this 
community especially susceptible. Wolfe-Coote (2000:32-33), from the SA Medical 
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Research Council’s Diabetes Team states: “Of particular interest to our research in 
South Africa was that the indigenous populations of New Zealand and Australia 
exhibit the same increasing incidence of type 2 diabetes with westernisation as we 
are experiencing with our black populations here”.  
 
The outcome of research done pertaining to the prevalence of DM and impaired 
glucose tolerance in a group of black, urban South Africans shows a high prevalence 
to DM, especially in women of Zulu descent, residing in Durban.  This condition 
seems to be strongly associated with obesity (Omar, Seedat, Motala, Dyer & Becker, 
1993:641-643).  
    
Lifestyle changes, which are sweeping SA, the “Western death style”, as referred to 
by Seftel (2002:15), have had a devastating effect on the health of the South African 
nation.  Illnesses such as hypertension, high cholesterol and type 2 diabetes, hardly 
known among the indigenous population of SA in the years gone by, are now 
shockingly common. 
 
The prevalence to DM, which used to be about 1% of the population in the 1980s, is 
now 8-9% in many areas (Seftel, 2002:15).  A new phenomenon is the growing 
number of young people, even teenagers, presenting with type 2 diabetes, formerly 
reserved for those over 40 (Diabetes South Africa, 2002:15).  The development of 
type 2 diabetes in young people under 20 was first described 25 years ago, but is 
now becoming a major problem in many parts of the world including SA (Robertson, 
2001:25). 
 
Typically, these young people have a history of DM in their families (92%); 68% of 
them are significantly overweight or obese, and they are physically inactive. Twenty 
percent have associated hypertension and many of the girls have vaginal thrush.  
Statistics show that of all people in the world with DM, 90% have type 2 diabetes, 
and 68% of the sufferers can be considered obese ( Robertson, 2001:25).  
 
Type 2 diabetes is therefore the biggest threat to health, because in most of the 
cases it can be prevented. If the detrimental effects of type 2 diabetes are to be 
curbed, there is an urgent need for a new approach to the management of DM.  
While the condition has been adequately described, Bonnici (2002:32) believes that 
DM can also be referred to as a state of “premature macrovascular death”. 
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Epidemiology suggests that if a patient avoids becoming obese by eating a low fat 
diet and being physically active, their risk of developing DM will be reduced (Gregory, 
2003:28).  DM is a chronic debilitating disease that can cause, inter alia: blindness, 
heart disease, kidney disease, impotence and amputations (Better living with 
diabetes, 2002:18).  Depression is 10 - 30% higher in diabetics than among the 
general population. 
 
Eating disorders are 5 - 10% higher among diabetics (Diabetes Mellitus: core 
concepts, 2003:53). The costs to the individual of uncontrolled DM are enormous; 
and the disease could have been avoided in many instances.  The IDF blames the 
increase of DM on ignorance.  If DM is detected early and patients are informed well 
enough to be able to look after themselves, costs, both financial and humane, could 
have been reduced (IDF, 2007b:37, World Alert, 1997:18).   
 
The UN signed a resolution on diabetes (UN 61/225) on 20 December 2006 (Del 
Prato, 2007:1-4), which consists of, inter alia, the following statements.  The UN 
member states should develop national policies for the prevention, treatment and 
care of diabetes in line with the sustainable development of their health care systems 
(Colagiuri, 2008:8).  Furthermore, the UN has designated World Diabetes Day (14 
November) as a UN day for diabetes. 
 
The African Region of the IDF launched “The Diabetes Declaration and Strategy for 
Africa” in December 2006 during the 19th World Diabetes Congress in Cape Town, 
SA.  The purpose of the Diabetes Declaration for Africa is to raise community and 
political awareness about diabetes and to improve diabetes care by working through 
a coalition of individuals, corporations and governments (IDF, 2007b:36). 
 
1.2 THE PROBLEM STATEMENT AND RESEARCH QUESTIONS 
 
Based on the above-mentioned data, it becomes clear that DM and the management 
thereof need careful consideration.  Health care professionals, epidemiologists, 
medical aid societies, National Governments, and in particular, health care policy 
makers agree that a change in DM management should take place in order to 
prevent complications for the diabetic patients, as well as to minimise any costs 
pertaining to unnecessary hospitalisation. 
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Change is required not only in the diabetic persons themselves, but also in the 
caregivers who look after them or who stay with them.  At the top of the agenda is the 
need to identify the condition early, treat it aggressively through lifestyle modification 
and pharmacological interventions, invest in research, and find ways to ensure 
compliance (Bonnici, 2002:32). 
 
Early detection of Diabetes Mellitus is important and the following people are at risk 
for developing type 2 diabetes:  
- usually those over 40 years of age; 
- those who are overweight; 
- those who are mostly inactive and do little exercise; 
- those who have a family history of DM; 
-  those with “apple belly “; This is a person who carries a lot of weight around 
the abdominal area, as opposed to those who are pear-shaped, where the 
weight is on the hips and buttocks.  A study in the Cape Province showed 
that, especially in the case of males, if the waist measurement exceeds 90 
cm, they have a 52% greater chance of developing DM (Levitt, 
Katzenellenbogen, Bradshaw, Hoffman, & Bonnici, 1993:603). 
 
Immunologists around the world have researched ways to identify high-risk cases for 
the development of type 1 diabetes.  High-risk cases are mainly the brothers and 
sisters (siblings) of type 1 diabetics.  It is now possible to use a variety of tests to 
identify those siblings, who, within the next few years could have a high possibility of 
developing DM (Moore, 1999:40, Gregory, 2003:25). 
 
In June 1997, the American Diabetes Association published guidelines, which 
recommend that every person over 45 should have a blood glucose test every three 
years.  People presenting with any of the identified risk factors should be tested more 
often. Furthermore, the cut-off blood sugar level for diagnosing people as diabetic in 
the United States of America (USA) has been lowered from 7,8 mmol/l to 7,0 mmol/l 
(Chase, 2006: 157).  The cut-off blood sugar level for diagnosis of DM in SA is also 
7,0 mmol/l (Bonnici, 2003:40).  
 
Lifestyle modification, as well as the care and management of the diabetic patient, 
seem to be complicated.  DM is a lifelong condition.  There is no quick fix, pill or 
injection to cure it.  “You cannot give the patient a paper with a diet and some do’s 
and don’ts and expect him/her to comply with the treatment regime,” said 
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Welgemoed (2004).  Joslin (1999:14), the so-called “father of diabetes care”, 
indicated that the diabetic, who knows the most, lives the longest.  Though this 
sounds correct, it is not quite true. 
 
Diabetic care needs more than information, but the care should also have that extra 
spark of the person’s own will, to bring about the self-motivated behaviour changes 
and self-management ability necessary to manage DM successfully. Health care 
professionals will have to co-operate in order to assist the patient to take on his/her 
new role of taking responsibility for his/her own health status and to stay motivated.  
The health team should adopt a holistic approach, realising that understanding the 
attitudes, beliefs and values of a person, is essential if they are to help him/her take 
control of his/her disease.   
 
Education is a process, and patient education is a lifelong process, because DM is a 
lifelong medical condition.  The patients should accept that DM is a chronic disorder, 
as well as learning how to cope with the disorder for the rest of their lives.  Denial 
inevitably leads to unnecessary complications.  Allowing DM to rule the life of the 
patient will lead to a narrow-minded and boring life for him/her (Jordaan, 2003:54). 
 
The person with DM needs information, which can lead to knowledge and then 
insight.  However, until it leads to action, in order to change behaviour, knowledge 
and even insight will not help him/her to manage his/her condition (Jordaan, 
2003:54). 
 
The management of DM in SA, in rural and urban areas, appears not to be as 
effective as it should be.  Rotchford and Rotchford (2002:536) concluded, after an 
assessment of the care and complications of DM in Hlabisa, KwaZulu-Natal, that 
care and control of DM in rural communities is suboptimal.  Additional training and 
support for health care professionals and education of patients will be central to 
achieving this optimal level of intervention.   
 
Nurses, especially, need to be exposed to more specialised training in diabetic care, 
since nurses form the primary link to the patients in the community.   
      
Oosthuizen, Riedijk, Nonner, Rheeder and Ker (2002:91), after an educational 
intervention to improve the quality of care of diabetic patients in the Pretoria 
Academic Hospital, stated that there should be a change in attitude towards the need 
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for special training and patient autonomy.  Following a study conducted in four 
community health centres in the Western Cape on the attitudes of health 
professionals in primary care towards DM, the following transpired: health 
professionals, who include doctors and nurses, are not confident of their ability to 
promote behavioural changes, as they have little training in these aspects of 
management (Navsa, 1998: 121). 
 
The health education of a patient is direct and didactic; in other words, the patients 
are told what to do, as well as how to do it.  No input from the patient is required.  
Restricted communication between doctors and nurses takes place in most instances 
and a sense of integrated teamwork for the holistic management of most chronic 
disorders is lacking (Pruitt & Epping-Jordan, 2008:39-41).  
                                                                    
‘Education as the key to good glycaemic control’ has been the accepted wisdom for 
many years, in DM management, and this still holds good today, but we now know 
that information and knowledge alone do not necessarily imply compliance.  
Empowerment has been a buzzword in SA for many years.  However, how does it 
relate to DM and the management thereof?  The patients should be able to make the 
primary decisions in the management of their condition, according to Funnell 
(2002:8).  He asked, “Why is it that the message we, as the health team, are 
promoting does not fall on fertile ground?”    
 
Brown (1999:21) asked further, whether it is possible that the health care providers 
could be part of the problem.  As a possible answer to the above-mentioned 
questions, one of the sources of this ignorance could be the health care 
professionals in the hospital settings.  Once the patients have been diagnosed with 
DM, they stay in hospital for about three weeks while they are being stabilised.  
Nevertheless, they leave the hospital with a handful of syringes, their medication and 
no proper management plan (Mphalele, 1999:39). 
 
Bonnici (2003:39, 2002:33), warned that health professionals face major challenges 
in the third World.  ”No literature, no fridges, no strips and often no drugs.  We need 
to get back to basics: the prevention of amputations by simple foot care, early 
presentations of lesions, and the regular compliance with the prescribed medication 
for DM”.  He also identified several obstacles that prevent a healthy change. These 
must include cultural, psychological and economic factors (Bonnici, 2003:38; 
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2002:32).  All of these factors contribute to the difficulties encountered in providing 
sound and optimal management of DM.  
 
All the above-mentioned issues are also affecting the health care in the Eastern 
Cape, and in particular, the Cacadu region, where this research study is to be 
conducted.  The Cacadu District Municipality services the western part of the Eastern 
Cape Province (See Figure 1.1 and Figure 1.2) on behalf of the provincial 
Department of Health.  The local authority, namely the Kouga municipality, is 
servicing two clinics in the region. 
 
The Kouga and Koukamma municipalities that will form the basis of the study are 
part of the Local Service Area (LSA) of the Department of Health, which also includes 
the Sunday’s River municipality (See Figure 1.2).  This LSA is part of the greater 
Cacadu region and extends from the border with the Western Cape towards the 
outskirts of Port Elizabeth (Nelson Mandela Metropolitan Municipality), and from the 
coast (south) to Patensie in the north. 
 
The Kouga municipality covers an area of 2 289 km² and the Koukamma municipality 
extends over 3 703 km² (Strydom, 2004:5).   
 
This is a large, and in some instances, a very rural region.  Statistics from the 
Department of Health in the Eastern Cape Province (2002) reveal the population in 
these areas to be the following: Kouga 70 797, and in the Koukamma 31 924 
(Strydom, 2004:5).  There are large farming areas, as well as forestry and fishing 
industries.  Jobs are not available the whole year round, as fruit farming and fishing 
are seasonal occupations.  Unemployment is a major problem in this area and many 
people have no skills for any specific work.  Employment opportunities are thus 
limited (Strydom, 2005).    
 
According to statistics for 2002 up until 2005, kept by registered nurses employed by 
the Department of Health in this region, there are more or less 3 550 people suffering 
from DM, and more people still, that have not yet been diagnosed, due to ignorance 
or their inaccessibility to health services or clinics (Strydom, 2005). Strydom (2005) 
further stated that only approximately 1 200 of the diabetic patients attend the clinics 
regularly.  Many diabetic patients are identified during random testing on open days 
or on visits to the clinics for other minor ailments.    
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Strydom (2005) also indicates that most of the clinics in this area have only one 
registered nurse per clinic - 28 registered nurses in total for this region.  Some clinics 
have an enrolled nurse or a nursing assistant who assists the registered nurse.  
Administration clerks, who in most cases double up as cleaners and general 
assistants, are usually divided between the clinics.  There are between three and 
nine volunteers or lay health workers (will be referred to as LHWs) per clinic, a total 
of 129 for this region, who are manning these 22 health care centres, as well as 
assisting with caring for patients within the communities. 
 
Primary Health Care clinics will be referred to as clinics for the remainder of this 
study.  
 
There are also other members of the health team available to the registered nurse, 
who is the medical doctor that visits the clinics either fortnightly or monthly, the 
pharmacist, the social worker and the nutrition officer who visit the clinic when the 
need arises (Strydom, 2005). 
 
A clinic supervisor who is responsible for all the clinics in a specific area oversees the 
clinics.  Each clinic functions in collaboration with a Clinic Committee (CC) where 
members are selected from within the community in order to ensure quality health 
care to the said community.  
 
The geographical position of the region is shown on the following maps, (see figures 
1.1 and 1.2).  
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Figure 1.1  Eastern Cape District Municipalities. 
(Strydom, 2004:5) 
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Figure 1.2  Eastern Cape Municipalities. 
(Strydom, 2004:6). 
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Registered nurses in the clinics are the first points of contact for patients, seeking 
medical care and advice.  If registered nurses could give adequate and 
comprehensive health education pertaining to a specific disorder, such as DM, 
patients could cope better and the load on the health care system would be greatly 
reduced. 
 
Registered nurses form more or less 68% of the health care professionals in this 
country, but with the migration of nurses overseas, there are fewer registered nurses 
to render services here in SA (Muller, 2006: 95). 
 
According to Geyer (2006:42), the growth in the registers and lists of the SA Nursing 
Council was 10,9% during the period 1996 to 2005, whereas the population in SA 
grew by 14%.  South African trained, registered nurses working in other countries 
made up a total of 13 496 of the local workforce of 184 459.  A report by the WHO 
revealed that South Africa has 35 000 registered nurses who are either inactive or 
unemployed, despite 32 000 vacancies. 
 
Many of these nurses are thought to be working in non-nursing occupations (South 
African Health Worker Shortage, 2006:3).  Thus, there is a serious shortage of 
especially registered nurses practising in the country, even more so in the rural 
areas.   Due to the severe shortages of staff members and lack of equipment, 
medicine and other supplies, service delivery as well as quality of care is not at an 
optimal level in this region (Strydom, 2005).   
  
As mentioned earlier, in most of the clinics, LHWs will be found to assist the 
registered nurses, as well as the rest of the personnel, because they can perform 
some basic tasks and give basic health advice.  At the moment, only a few of these 
LHWs are being trained by the Department of Health as Community Health Workers, 
with a very limited curriculum concentrating mostly on the caring for HIV and AIDS 
patients (Strydom, 2005). 
 
The Department of Health (DOH) appointed a co-ordinator responsible for HIV/AIDS, 
HBC (Home Based Care), AVR (Anti-retro Viral Regime) who, inter alia should co-
ordinate the training, placement, and administrative duties, as well as the mentoring 
of the LHWs in the Cacadu region (Beer, 2007).  The LHWs are being recruited by 
the local Clinic Committee established on the recommendation of the Human 
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Resources Health Strategy of the Department of Health (Department of Health, 
2001a:4). 
 
These LHWs are working mostly on a voluntary basis, but some of them get a 
stipend of between R600 to R1 000 per month. The LHWs are employed through 
Non-Governmental Organisations (NGOs) funded by the government (Madonsela, 
2007).  It would serve a good purpose to educate these LHWs pertaining to DM and 
the management thereof, in order for them to give appropriate patient education, and 
specifically to the diabetic patients. 
 
These LHWs are usually of the same population group as the community they serve 
and this fact could promote health care within the area if the afore-mentioned LHWs 
could carry the correct message to patients in a culturally appropriate way. 
 
A number of questions come to mind, which will be addressed later on in this study, 
to be undertaken in the Cacadu region of the Eastern Cape: 
• What is the nature of the organisational structure of health care clinics pertaining 
to the current management of patients with DM? 
• What is the role and function of the registered nurse and the LHW regarding the 
management of patients with DM?; 
• What is the extent of the knowledge level of the registered nurses and the LHWs 
regarding the management of patients with DM?; 
• What is the extent of the knowledge level of diabetic patients, or their caregivers 
in the case of a minor, regarding DM?; 
• What is the nature of the utilisation of existing health care resources by diabetic 
patients?; and 
• What should be included in the proposed guidelines for the management of 
patients with Diabetes Mellitus at health care clinics in the Cacadu region of the 
Eastern Cape Province? 
 
1.3 THE RESEARCH GOAL 
 
The overall research goal of this study is to explore and describe the management of 
patients with DM at health care clinics in the Cacadu region of the Eastern Cape 
Province of SA in order to develop proposed guidelines for the management of these 
patients. 
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1.4 THE RESEARCH OBJECTIVES 
 
Based on the above-mentioned questions, the following are the planned research 
objectives of the study.  These objectives will all be surveyed in the Cacadu region of 
the Eastern Cape.  The research study will be done in two phases.  In phase 1 of the 
research study, the objectives are to explore and describe:    
1.4.1 The organisational structure of health care clinics to determine the current  
management of patients with Diabetes Mellitus; thereafter 
1.4.2 The role and function of the registered nurse and the LHW regarding the 
management of patients with DM;  
1.4.3 The knowledge level of registered nurses and LHWs regarding the 
management of patients with DM; 
1.4.4 The knowledge level of diabetic patients, or their care givers in the case of a 
minor, regarding Diabetes Mellitus; and 
1.4.5 The utilisation of existing health care resources by diabetic patients.   
 
In phase 2 of the research study, the objective is to:  
- Develop proposed guidelines for the management of patients with Diabetes 
Mellitus at health care clinics in the Cacadu region of the Eastern Cape 
Province. 
                            
1.5 CONCEPT CLARIFICATION 
 
The relevant concepts are clarified as follows: 
 
Diabetes Mellitus 
A World Health Organization (WHO) working group defined DM as a metabolic 
disorder of multiple aetiology characterised by chronic hyperglycaemia with 
disturbances of carbohydrate, fat and protein metabolism resulting from defects in 
insulin secretion, insulin action or both (Van der Merwe, Barnard, Prins & Davel, 
2004:7, Herman & Ilag, 2002:1). 
 
Type 1 Diabetes Mellitus 
This is a form of DM that tends to develop before the age of 30.  Type 1 diabetes 
results from a specific destruction of the insulin-producing beta cells of the pancreas.  
The disease is characterised by the appearance of specific antibodies against the 
islet cell antigens (Van Deutekom, Heine & Simsek, 2008:117).  It is therefore called 
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an auto-immune disease, whereby the pancreas can no longer produce insulin.  
People who have type 1 diabetes must inject themselves with insulin to survive (Van 
der Merwe, et al., 2004:7)  
 
Type 2 Diabetes Mellitus  
Type 2 diabetes is characterised by both impairment of the insulin secretion cells and 
defects in the action of insulin in the human body.  The insulin secretion defective 
has a strong genetic predisposition and the specific origin is unclear.  This usually 
occurs in people over the age of 40 years, who are overweight and inactive.  Many 
people with type 2 diabetes control the condition through diet and exercise, but some 
must take tablets and/or insulin in order to manage the disease process (Goldstein, 
Gomis, Lee & Leiter, 2007:16, Van der Merwe, et al., 2004:8). 
 
Blood glucose levels  
The blood glucose level means the amount of glucose in the blood, measured in 
millimols per litre or mmol/l. A person is considered to suffer from DM if the fasting 
blood sugar (before breakfast) is more than 7mmol/l, or if blood glucose taken at any 
other time is more than 11 mmol/l (Gadsby, 2005:9, Nagel, 2002:12).   
 
Management, as a process, in an organisation 
Naude (in Meyer, Naude & van Niekerk, 2004:131) describes management as the 
process of achieving organisational goals through the co-ordination of resources and 
activities.  It is also the process through which the manager, or person in charge, 
directs group(s) towards a common goal. Muller (2006:104) states that management 
is the achievement of the objectives of the health care unit (in this case, the health 
care clinic) by means of the utilisation of the management activities of planning, 
organising, directing (leading) and control (monitoring) within the context of the 
mission, philosophy and policy of the health care service. 
 
 
Diabetes Mellitus management 
Successful management of DM includes the following goals and provides the 
necessary support systems, such as education groups, for patients with DM in order 
for them to: 
- Understand the nature of their illness and its treatment; 
- Identify emerging health problems in early, reversible stages; 
- Adhere to self-care practices; and 
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- Make needed changes in their health habits and lifestyles. 
More broadly, diabetes management and its education to patients with DM, assists 
people in coping with the mental and physical demands of their illness, given their 
unique economic, cultural and social circumstances (IDF, 2007e).  The person with 
DM is ultimately responsible for the control of his/her own condition, which he/she will 
achieve with more ease with the assistance of health educators (Nagel, 2002:32).   
 
The health care providers staffing the health care clinics should be equipped and 
supported to deliver a well-organised service to the community.  Therefore, the 
organisational structure in which these health care providers operate should function 
at an optimal level in order for the service delivery to be effective.  Effective DM 
management thus includes access to an organised health care service.     
 
Organisational structure 
The formal system of working relationships that separates and integrates tasks is 
known as the organisational structure (Booyens, 2008:106).  Furthermore, an 
organisational structure is explained as an orderly framework in which a specific 
system operates.  It establishes order within the system; the functions of persons are 
organised and divided in a logical manner.  It requires a graphic exposition of the 
personnel, according to job division and the demarcation of authority in the form of 
line and staff functions, as well as the delegation of duties, tasks and responsibilities 
(Muller, 2006:107).  In this study the organisational structure is functions and the 
interaction, vertically and horizontally, between the staff members working in the 
clinic and the supervisors from the district office as well as the provincial DOH. 
 
Patient education 
Patient education is the process of providing information that a person with the 
relevant disease pattern requires (in this case regarding DM), enabling them to make 
an informed decision (Van der Merwe, et al., 2004:144). 
 
Health care workers 
Health care workers are trained people rendering health services to the inhabitants of 
the area in which they are working.  This group includes, inter alia, health care 
workers who are:  
- Formally trained at tertiary institutions and recognised at a Professional 
Council level e.g. doctors, pharmacists, laboratory technicians, dieticians, as 
well as nursing personnel.  In this study the researcher will focus on the 
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registered nurse working in the public health care clinics in the Cacadu region 
of the Eastern Cape; 
- Informally trained, either through in-service training or recognised short 
courses by the Department of Health.  Traditional healers will also fall into this 
category (Department of Health, 2001d:55, 79, 80).   
- Another group of informally trained people who are assisting the health team 
is the LHWs.  LHWs are laypersons with limited health care training that 
assist the nurses in clinics as well as in the community, by doing basic 
nursing tasks and giving basic advice to patients (Daniels, 2007). These lay 
persons are also referred to as Community Health Workers (Department of 
Health, 2001a:4) and they can perform different tasks such as being lay 
health counsellors, home based carers or being involved in the treatment of 
TB (Strydom, 2005).  Besides the LHWs being involved in the treatment of TB 
in the DOTS (Direct Observed Treatment, Short course for TB), the home 
based carers, as well as the lay health counsellors, are mostly working with 
HIV/AIDS affected persons.  For the purpose of this research study, these lay 
people will be referred to as lay health workers (LHWs).  The LHWs rendering 
services in the public health care clinics in the Cacadu region of the Eastern 
Cape will therefore be included in this group. 
 
A guideline 
A guideline is a set of systematically developed standards or rules, which assist in 
the formulation of a decision on how to apply the policy or appropriate management 
to specific conditions.  Guidelines often underpin a policy (Reeves, 2004:2).  Well-
developed guidelines represent some of the essential building blocks of any disease-
management programme and can be regarded as a practical educational resource 
for health care professionals, as well as the core component of management 
initiatives (Todd, Biskupiak, & Weingarten, 1998:2, 5).  In this study, guidelines are 
developed to direct and to assist the health care workers to optimise the 
management of patients with DM.  However, only proposed guidelines will be 
developed, due to the fact that the researcher will not complete all the steps in the 
development process.  Dissemination, implementation and evaluation of these 
guidelines will not be part of this research study, although the researcher intends to 
execute the remainder of this process as part of a post-doctoral study. 
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1.6 THE PARADIGMATIC PERSPECTIVE 
 
It is important to have an accepted tradition, theory or a set of beliefs/values that 
guide a research study.  Babbie, Mouton, Payze, Vorster, Boshoff and Prozesky 
(2005:645) define a paradigm as a model or framework for the observation and 
understanding, which shapes both what we see and how we understand it.  
 
Therefore, the researcher decided to base the theoretical grounding of this research 
on Dever’s epidemiological perspective, as described by Clark (1992:114).  
Epidemiology is the study of the distribution of health and illness in populations and 
the factors that contribute to health and illness (Clark, 1992: 122). The community 
health nurse uses epidemiology in diagnosing and treating the community (Stanhope, 
1992:152). 
 
Dever’s epidemiological model provides an approach to conceptualisation of the 
interplay of factors involved in the development of a particular condition.  
Components of Dever’s epidemiological model are human biology, environment, life 
style and the health care system (Clark, 1992: 118).  The elements of each of these 
components are shown in Diagram 1.1 and will be described thereafter. 
 
An application of DM, as the focus of this research study, will be made after the 
discussion of each of the components in order to give evidence of insight and 
relevance. 
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Diagram 1.1  Elements of Dever’s Epidemiological Model 
(Clark, 1992:118). 
 
 
1.6.1 Human biological factors: 
 
Human biological factors of interest in the epidemiological investigation of health and 
illness conditions include: 
• Factors related to maturation and ageing; 
• Genetic inheritance; and 
• The functioning of complex physiological systems (Clark, 1992: 115-118, 122). 
 
• Maturation and ageing 
Maturation and ageing affect one’s risk of developing specific health problems.  For 
example, pertussis or whooping cough is usually confined to un-immunised children 
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under the age of nine, while sexually transmitted diseases are more prevalent among 
adolescents and young adults (Clark, 1992:115).  The elderly are more susceptible to 
complications and death due to influenza than other people in other age groups. 
 
Accidents are a serious source of morbidity and mortality for both the young and the 
elderly, whereas obesity is a common problem in all age groups (Clark, 1992: 115).  
DM, however, is a chronic disorder that can be found among the youth as well as the 
older person. 
 
• Genetic inheritance 
As a biological factor, genetic inheritance encompasses sexual and racial 
characteristics, as well as the specific gene pattern transferred by one’s parents.  
Concerning gender, pregnancy obviously affects females, while haemophilia occurs 
primarily among males (Clark, 1992: 115).  Genetic inheritance is known to play a 
significant part in the development of DM, for example the high incidence thereof in 
the Indian population of South Africa (Pullen, 2001b:6, 7). 
 
• Complex physiological systems 
Factors related to complex physiological functions, as biological factors, include 
one’s basic state of health, as this affects one’s probability of developing other health 
problems.  Considerations in this area would include the presence or absence of 
other disease states, for example: the failure to ovulate because of a hormonal 
imbalance would prevent pregnancy from occurring. 
 
Hormonal imbalances are also thought to be the cause of insulin resistance (Clark, 
1992: 115). 
 
Another aspect of complex physiological functions involves the concept of 
physiological immunity (Clark, 1992: 115).  Type 1 diabetes is usually caused when 
the immune system attacks the beta cells of the pancreas and the pancreas can then 
no longer produce insulin.  Type 2 diabetes is not one homogeneous disease; it is 
the presentation of many different conditions.  In addition, the causes are many and 
varied: genetic factors, migration from rural to urban environments with higher stress 
levels, limited exercise and unhealthy diets. 
 
Increased dietary fat consumption that leads to obesity and becoming increasingly 
insulin resistant can lead to developing diabetes (Gregory, 2003:27, 28). 
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1.6.2 The environmental component: 
 
The environmental components of Dever’s model consist of: 
- physical; 
- psychological; and 
- social environments (Clark, 1992:115-118, 122). 
 
• Physical environment 
The physical environment consists of factors such as the weather, the geographic 
locale, soil composition, terrain, temperature and humidity, and hazards posed by 
poor housing, unsafe working conditions, and so forth.  Another aspect of the 
physical environment is the presence of pathogenic micro-organisms such as viruses 
and bacteria (Clark, 1992: 116).  As DM is already causing the human body to be in a 
state of non-equilibrium, the person suffering will be susceptible to micro-organisms. 
 
Persons suffering from DM are also prone to injuries because of degeneration of the 
peripheral nerve endings due to constant high levels of blood glucose.  They will also 
experience the non-responsive healing of ulcers and amputations due to impaired 
blood circulation (Moore, 1999:40, Pullen, 2003b:53).  
 
• Psychological environment 
The psychological environment can be influenced by factors internal or external to 
the individual. Depression and poor self-esteem are two factors in one’s internal 
psychological environment that contribute to a variety of health problems including 
suicide, substance abuse and obesity (Clark, 1992:117).  External psychological 
factors can also influence the development of health problems.  For instance, when 
one has a great deal of emotional support in a time of crisis, suicide is less likely to 
result than when one faces a crisis without support (Clark, 1992: 117). 
 
In the case of diabetic patients, they are so overwhelmed because they are suffering 
from this chronic disease that they become depressed and do not take charge of 
their own well-being.  They also experience the following emotional phases as part of 
the coping mechanisms following the diagnosis of a chronic disease such as DM: 
firstly, the shock phase; thereafter, the anger phase; then the acceptance phase; and 
lastly, the adjustment phase (Van der Merwe et al. 2004:180,181). 
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Some persons would move frequently between these phases throughout their 
lifespan, while some would never reach the adjustment phase. 
 
• Social environment 
Social factors comprise the third environmental element in the model of Dever.  The 
social environment includes such factors as social structure, accepted modes of 
behaviour, social norms and family structure. The social environment can also 
contribute to the development of health problems, such as the spread of the influenza 
virus where large groups of people congregate, particularly indoors (Clark, 1992: 
117). 
 
In the person suffering from DM, social environment plays an important role in that it 
can be taken in a negative light. A person diagnosed with DM has to be careful 
regarding his/her eating habits, the prevention of injuries and the taking of medicine 
for the rest of his/her life.  Different cultures (different population groups and different 
ethnic groups) have certain behaviour patterns towards different situations. 
 
The attitude towards and the practice of their beliefs can either be beneficial or 
detrimental when facing an illness, especially in the case of a chronic disorder such 
as DM.  Pullen (2003a: 8) reports that in Villiersdorp in the Western Cape, people 
attending the primary health care clinics believe that the ‘sugar’ will go away after 
taking the tablets and do not realise that this is a lifelong disorder.  As soon as they 
feel better, they discontinue the medication and the vicious cycle starts all over again. 
 
In some cultures, there is a strong belief in traditional healers and that the disease is 
caused by some or other “god” as a punishment for wrongdoing.  When they pray or 
sacrifice something dear to them, the disease will go away (Tshabalala, 1996:40). 
 
1.6.3 Lifestyle factors: 
 
Lifestyle factors are the greatest contributors to most health problems and provide 
the best avenue for the control of those problems.  According to Dever (Clark, 
1992:115-118, 122), lifestyle factors include: 
- employment; 
- consumption patterns; 
- leisure activity; and 
- associated risks. 
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• Employment or occupation 
Employment or occupation can influence health in a number of ways. Some 
occupational groups are more likely than others to encounter specific health hazards.  
For instance, the potential for accidental injury is greater for people employed in 
construction than those who work in offices (Clark, 1992: 117).  Therefore, the 
person suffering from DM should be extremely careful to prevent injuries by always 
wearing protective clothing. 
 
Blood sugar levels should be closely monitored, as hypoglycaemic episodes could be 
very dangerous in settings such as construction sites or when operating heavy 
machinery. 
 
• Consumption patterns 
Consumption patterns and similar lifestyle behaviours also influence health and 
illness.  Nutritional habits can either enhance or undermine health.  Adequate 
nutrition promotes health, while both leanness and obesity predispose one to several 
health problems. Smoking, drinking and drug abuse could have a detrimental effect 
on the health status of a person (Clark, 1992: 117).  In the case of the person 
suffering from DM, correct eating plans and lowering the intake of fats and sugar, is 
of the utmost importance. 
 
Alcohol consumption and tobacco smoking should be limited, or ideally be stopped 
altogether, in the case of diabetic persons, as the alcohol could increase the level of 
blood glucose and the nicotine in the tobacco could cause narrowing of the 
peripheral blood vessels. 
 
• Leisure activity and associated risks 
Other lifestyle factors that influence health status include leisure activities, the use of 
safety precautions and sexual activity.  Engaging in certain sports, such as skiing or 
hang gliding increases the risk of serious accidental injury.  Similarly, failure to wear 
seat belts, motorcycle helmets or protective clothing when skate board riding or roller 
skating increases one’s potential for serious injury; increased numbers of sexual 
partners put one at greater risk for sexually transmitted diseases (Clark, 1992: 117). 
 
Diabetic patients should be very aware of the fact that they do need regular exercise 
and that they should prevent injury at all costs.  Regular exercise will help keep the 
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diabetic person fit and assist them in keeping their body weight down.  Exercise will 
further promote the metabolism of carbohydrates. 
 
1.6.4 Health care system factors: 
 
Health care system factors include: 
• the availability; 
• the accessibility; 
• the adequacy; and 
• the utilisation of health care services at all three levels of prevention (Clark, 1992: 
117). 
 
Health care system factors can influence one’s health status, either positively or 
negatively.  Some health care system contributions to health problems stem from the 
economics of health care delivery.  The high cost of health care services limits the 
availability in all areas.  In other instances, inappropriate actions on the part of 
health- care providers may actually contribute to health problems (Clark, 1992: 117). 
 
Health care services, for example, which provide for the good management of 
diabetics, that are available and easily accessible to all community members, will 
promote good health.  In addition, the management process, which includes the 
activities such as planning, organisation, directing (leading) and control (monitoring) 
should be effective and well defined in order to ensure efficient service delivery to the 
diabetic patient.  However, health care services should have a well-organised and 
functioning organisational structure in place to assist and support the health care 
professionals to enable them to deliver a good service.   
 
These health care services will then be able to prevent high financial costs due to 
complications in diabetic patients, such as retinopathy that could lead to blindness 
and nephropathy (kidney problems), as well as peripheral neuropathy, which could 
be the cause of limb amputations.   
 
For the purpose of this project, Dever’s epidemiological model seems to be useful, in 
that it can guide the researcher to do a comprehensive assessment of the patient, 
where the patient is viewed in totality and holistically.  It also deals with internal and 
external factors influencing health and it includes the health care system.  
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Furthermore, health needs can be weighed against the availability of health care 
resources to evaluate whether the health needs of the community have been met 
and if the current resources are adequate and of good quality.   
 
1.7 THE RESEARCH DESIGN AND METHOD 
 
The following is a brief introductory discussion and will focus on the research design 
and method. The research design and method as applied in this study will be 
described in greater detail in Chapter 4. 
 
1.7.1 The research design: 
 
The proposed study will be based on both a qualitative and quantitative design, as 
well as an explorative, descriptive and contextual research design.  (Refer to Table 
1.1 for a summary of the research design and methodology.) 
 
1.7.2 The research method: 
 
The research method will include a description of the target populations, data 
collection method and data collection instruments, data analysis approach and the 
pilot studies.  The following table (Table 1.1) presents a brief summary (outline) of 
the research design and method to be used in phase 1 of this study.  Phase 1 will be 
divided into 2 parts: the first part will explore and describe the organisational 
structure of health care clinics to determine the current management of patients with 
DM.  The second part of phase 1 will deal with the remainder of the research 
objectives, as mentioned before (see 1.4). 
 
Phase 2 of the study will be the development of proposed guidelines for the 
management of diabetic patients at health care clinics, to be utilised, by registered 
nurses and LHWs in this region. These guidelines will be only be proposed, as 
mentioned in 1.5 under the concept clarification, the researcher will complete the 
process of development of guidelines as part of a post-doctoral study at a later stage.  
These guidelines will also be based on Dever’s epidemiological model, which 
includes the following components: human biology, environment, life style and the 
health system (Clark, 1992: 118). 
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These guidelines could assist in educating and motivating the registered nurses and 
the LHWs, as well as the patients, towards the improvement of the management of 
Diabetes Mellitus.  These guidelines would emphasise the management process, 
which includes planning, organisation, directing and control (Muller, 2006:105). 
 
Management is the achievement of the objectives of the entity, in this case the health 
care clinic, by means of the utilisation of the management activities of planning, 
organising, directing (leading) and controlling, within the context of the health 
service’s mission, philosophy and policy. 
 
Also inclusive in these guidelines, stemming from the directing or leading tier of the 
management process is to be an educational section for health care personnel and 
diabetic patients.  To empower the health care personnel and the diabetic patients 
towards more efficient management of DM, education on aspects of healthy eating 
patterns, the importance of exercise, and lifestyle modifications, medication 
management, as well as dealing with and preventing any complications of this 
disease are also to be presented. 
 
TABLE 1.1 A SUMMARY OF THE RESEARCH DESIGN AND METHOD 
 
RESEARCH STEPS 
 
PHASE 1 
 
Operationalisation of research 
objectives 
 
 
 
 
 
 
 
 
 
To explore and describe:  
PART 1 
1      the organisational structure of health care clinics to determine the current 
        management of patients with DM;  
 
    PART 2 
2      the role and function of the registered nurse and the LHW regarding the 
        management of patients with DM; 
3      the knowledge level of registered nurses and LHWs 
        regarding the management of patients with DM; 
4      the knowledge level of diabetic patients, or their care givers in case of a 
        minor, regarding Diabetes Mellitus; and 
5 the utilisation of existing health care resources by diabetic patients  
 
 
Research design 
 
PART 1 
Qualitative, explorative, descriptive and contextual design  
 
PART 2 
Quantitative, explorative, descriptive and contextual survey design  
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RESEARCH STEPS 
 
PHASE 1 
 
Research method: 
Research target populations 
 
 
 
 
 
 
 
PART 1 
Purposive sample of the registered nurses in charge of health care clinics, the 
most senior available LHWs, chairpersons of clinic committees from three 
clinics in the region and the co-ordinator  - HIV/AIDS, HBC (Home Based 
Care), AVR (Anti-retro Viral Regime) working in collaboration these clinics  
 
PART 2  
• All registered nurses working in the identified 22 clinics in the Cacadu 
region of the Eastern Cape   
•  All LHW’s working in the mentioned clinics in the Cacadu region of the     
Eastern Cape 
•  All the diabetic patients adhering to the inclusion criteria that visit the     
mentioned clinics in the region in the randomly selected time-period 
 
Data collection instruments 
 
 
 
 
PART 1 
Semi-structured interviews  for registered nurses, LHWs, chairpersons of clinic 
committees and the co-ordinator – HIV/AIDS, HBC, AVR   
 
PART 2 
• Structured, self-administered questionnaire for registered nurses; 
• Structured, self-administered questionnaire for LHWs; and 
• Structured, self-administered questionnaire for diabetic patients  
 
Data collection 
 
 
 
 
 
PART 1 
Semi-structured interviews to be conducted by researcher with registered 
nurses, LHWs, chairpersons of Clinic Committees and the co-ordinator – 
HIV/AIDS, HBC, AVR in selected communities 
 
PART 2 
• A survey to be conducted by means of questionnaires to be completed by 
the registered nurses, the LHWs and the diabetic patients within the 
specific part of the Cacadu region of the Eastern Cape  
• Utilise reliable and well-prepared fieldworkers and a research assistant to 
assist in collecting data 
 
Data analysis 
 
 
 
 
 
 
PART 1 
• Data to be interpreted and categorised 
• Main themes and sub-themes to be identified 
 
PART 2 
• Descriptive statistics and correlations 
• Graphs, diagrams, tables 
 
 
 
 
 
 
29 
 
 
RESEARCH STEPS 
 
PHASE 1 
 
Quality of data 
 
 
 
 
 
PART 1 
Trustworthiness (Polit, et al., 2001:312) established by: 
• Credibility 
• Dependability 
• Confirmability 
• Transferability 
 
PART 2 
Reliability to be ensured by: 
• using an existing questionnaire which is widely used in other countries and 
adapted for use in SA; 
• using two other questionnaires to be designed by the researcher, taking the 
above-mentioned questionnaire as a point of departure.  Input to design two 
questionnaires will be from experts and be approved by study promoters;   
• all questionnaires will be subjected to successful pilot studies. 
 
Validity to be ensured by: 
• Face validity 
• Content validity 
This will be achieved inter alia by the researcher continuously being personally 
involved throughout the duration of the research process. 
 
Pilot studies 
 
 
 
 
 
 
 
 
 
PART 1 
A pilot study will be conducted to identify shortcomings in the instruments 
(interview schedules), interviewing techniques and processes that will be 
followed.   
 
PART 2 
Pilot each of the questionnaires on 3 to 5 individuals in each group, with similar 
circumstances, but in the Sundays River municipal area.  This is done to 
ensure that the questionnaires are reliable and valid but that data to be 
collected is not spoilt.  
 
 
 
 
 
 
 
 
RESEARCH STEPS 
 
PHASE 2 
 
Operationalisation of research 
objective 
 
 
 
In phase 2, the objective is to: 
-develop proposed guidelines for the management of patients with DM at health 
care clinics in the Cacadu region of the Eastern Cape Province 
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RESEARCH STEPS 
 
PHASE 2 
 
Identification of guidelines 
 
 
The process of deductive reasoning will be used; the event or phenomenon to 
be explained is directly related to a larger, comprehensive class of similar 
phenomena 
 
Based on analysis of data to be obtained in phase 1 of this study,   
• the  interpretation and discussion of the findings,   
• supported by relevant literature, 
• conclusions will be drawn. 
 
 
Development of guidelines 
 
-Scientifically, valid guidelines are based on the best available research 
evidence 
-Five steps in the development of an evidence-based guideline: 
-   indentify and refine subject area by prioritising topics; 
-   convene and run guideline development groups; 
-   assess and synthesise the evidence; 
-   evidence translated into a guideline; 
-   external review to take place 
 
 
1.8 ETHICAL AND LEGAL CONSIDERATIONS 
 
The ethics of science concern the rights and wrongs when conducting research.  
Because scientific research is a form of human conduct, it follows that such has to 
conform to generally accepted norms and values (Mouton, 2001: 238).  Research 
ethics provide researchers with a code of moral guidelines on how to conduct 
research in a morally acceptable way.     
 
Letters, to obtain permission to conduct this research project, will be written to all the 
authorities concerned.  Permission to use the ADKnowl questionnaire in South Africa 
will be obtained from the designer of the questionnaire in the United Kingdom (see 
Annexure A). 
  
Approval of the research proposal will be sought from the Faculty Research, 
Technology and Innovation Committee (Faculty of Health Sciences) from the Nelson 
Mandela Metropolitan University, as well as the University Human Ethics Committee 
(see Annexure B).  
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Each participant in the study will be requested to sign a consent form (see Annexure 
C), which will be thoroughly explained beforehand.  No names or other personal 
information of the participants completing the interviews and questionnaires will be 
required.  Participation in this study will be on a strictly voluntary basis, and once the 
data have been collected and analysed, the questionnaires will be destroyed.  This 
issue will be further explored in Chapter 3. 
 
1.9 A PROVISIONAL CHAPTER LAYOUT 
 
Chapter 1  An overview of the study 
Chapter 2  The disease: Diabetes Mellitus 
Chapter 3  The management of Diabetes Mellitus 
Chapter 4  The research design and method 
Chapter 5  Results and discussion of phase 1, part 1 of the study  
Chapter 6 Results and discussion of phase 1, part 2 of the study 
Chapter 7 Conclusions to the findings and the development of guidelines 
Chapter 8 Phase 2: Proposed guidelines for the management of patients 
with Diabetes Mellitus at health care clinics  
Chapter 9  Limitations and recommendations 
 
1.10 SUMMARY OF CHAPTER 
 
With this study, the researcher intends to highlight the need for guidelines, to 
optimise management of patients with Diabetes Mellitus at health care clinics in the 
Cacadu region, to be used by all registered nurses, LHWs and other stakeholders 
rendering services to these diabetic patients in the community. 
  
Health care services, especially in the rural areas, are not sought for, because of 
inter alia, a deficit in the organisational structure of health care clinics, lack of 
equipment, shortage of staff and the ultimate lack of time to provide optimal care to 
patients.  If a tool could be provided to enable them to see and care more effectively 
for more patients in a shorter time span, it would enhance the health care to the 
patients as well as improve the work satisfaction of the registered nurses and LHWs. 
 
In this chapter the rationale, the problem statement, the research questions, as well 
as the research goals and objectives were mentioned.  Concepts were clarified and 
theoretical perspectives were discussed.  The research design and method, as well 
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as the quality of the research methods, were mentioned.  Ethical considerations were 
looked at and finally a provisional chapter layout was given.  
 
In the next two chapters a detailed literature review will follow that will include an in-
depth discussion on the disease Diabetes Mellitus, the management, the 
complications thereof and the prevention of these complications.  Furthermore, the 
role and function of the registered nurse, as well as the LHW, will be looked at, and 
the influence of culture on the disease will be described. 
 
The concept ‘management’ in an organisational structure of health care clinics, as 
related to DM care, will be addressed.  Lastly, the processes of adult learning and 
teaching will be discussed, as they form part of the overall management of DM. 
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CHAPTER 2 
 
THE DISEASE:  DIABETES MELLITUS 
 
2.1 INTRODUCTION 
 
The number of people with diabetes is increasing due to population growth, ageing, 
urbanisation, and the increasing prevalence of obesity and physical inactivity.  
Quantifying the prevalence of diabetes and the number of people affected by 
diabetes, now and in the future, is important to allow for rational planning and the 
allocation of resources (Wild, Roglic, Green, Sicree & King, 2004:1047). 
 
In a study which had as its goal ”to estimate the prevalence of diabetes and the 
number of people of all ages with diabetes for the years 2000 and 2030”, conducted 
by Wild, et al. (2004: 1047), the following results were published: 
 
- the prevalence of diabetes for all age groups worldwide was estimated to be 
2,8% in 2000 and 4,4% in 2030; 
- the total number of people with diabetes is projected to rise from 171 million in 
2000 to 398 million in 2030; 
- the prevalence of diabetes is higher in men than in women, but there are more 
women diagnosed with diabetes than men, presumably because women are 
more concerned about their health and wellbeing and go for screening; 
- the urban population in developing countries is projected to double between 2000 
and 2030; and in conclusion, 
- these findings indicate that the ’diabetes epidemic’ will continue even if the levels 
of obesity remain constant.  Given the increasing prevalence of obesity, it is likely 
that these figures provide an underestimate of future diabetes prevalence (Wild, 
et al. 2004:1047).” 
 
However, the International Diabetic Federation (IDF) released the following alarming 
information at the 19th World Diabetes Congress, held in Cape Town in December 
2006: 
- The number of people with diabetes is expected to increase in the coming 
decades.  In 2006 the number of people affected worldwide was 246 million and 
by 2025, the figure is expected to rise to 380 million; 
- By 2025, DM is likely to affect about 6% of the world’s population; and 
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- the largest increases in diabetes prevalence will take place in developing 
countries; 
- Each year a further 7 million people develop diabetes; 
- Each year 3,8 million deaths are attributable to diabetes.  Every 10 seconds a 
person dies from diabetes-related causes (www.idf.org/home/index.cfm?unode). 
 
Taking studies, such as the abovementioned and numerous others, into 
consideration, it emphasises the increase in the number of people suffering from DM 
worldwide, as well as the dire need for education to these people.  According to 
Leuner (2000b:17), the PADEG (Pan African Diabetes Educators Group), which had 
its beginnings in 1998, had a bold initiative in 2000 to raise the standard of diabetes 
education in Africa by offering courses on teaching methods and skills to educators 
who will in turn teach these skills to other people, who will then educate diabetic 
patients. 
 
This is almost a train-the-trainer concept.  After only two years, this group succeeded 
in teaching more than 2000 other diabetic educators.   
 
De Clerck (2005:12) states, however, that traditionally, the health care professionals 
do not communicate well with the people in their care.  All too often, they consider 
their knowledge superior to that of the patient and that any efforts to share this 
knowledge will be a waste of time.  It is often the case that upon diagnosis of 
diabetes, a health care professional proceeds directly to the prescription of insulin or 
glucose-lowering drugs without first offering an explanation of the nature and 
demands of the condition. 
 
In Africa, many people with diabetes receive no advice whatsoever on coping with 
their condition.  Often, this leads to a potentially dangerous situation in which 
vulnerable people seek diabetes information from unreliable or even unscrupulous 
sources (De Clerck, 2005:13).  It is a fact that, if people are educated regarding their 
disease, they will understand that they should take responsibility for their own health 
and therefore relieve the burden on the State pertaining to hospital admissions, staff 
and equipment costs (Mbanya, 2006:11). 
 
The Diabetes Declaration and Strategy for Africa that was launched on 4 December 
2006, in Cape Town, by the IDF Africa Region stated that it is important to raise 
community and political awareness about diabetes and to improve diabetes care.  
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The governments should take the lead in this project 
(www.idf.org/home/index.cfm?unode). 
 
If complications due to diabetes could be prevented or delayed through effective 
diabetes management and proper educational programmes for health care givers 
and patients alike, the health care costs would be reduced.  In order to provide 
effective management and present efficient educational programmes, one has to be 
knowledgeable about these subjects. 
 
Taking into consideration the objectives of this study, as described in the previous 
chapter, a literature study was undertaken.   
 
The following aspects will be covered in this literature review, which will be described 
in two parts.  Firstly, in this chapter, an in-depth look at the disease Diabetes Mellitus, 
the management, the complications and the prevention of these complications, will 
be discussed.  This information will be used as grounding for the questions in the 
questionnaires pertaining to the knowledge level of the different participating groups.   
 
In Chapter 3, the second part of the literature review will follow.  In this next chapter, 
the management of DM as well as patient education will be discussed and will cover 
the following topics: 
- an exploration of the role and functions of the registered nurse and the lay health  
worker (LHW), regarding the management of the diabetic patient with specific 
emphasis on patient education; 
- the influence of culture on disease; and 
- adult learning and education with the emphasis on the education of the diabetic 
patient in a rural health care setting. 
 
The information obtained from the literature regarding the abovementioned topics will 
inter alia; form the basis of the questions in the mentioned questionnaires and semi-
structured interviews.  The information obtained from the literature will furthermore 
assist with a framework for the management of patients with DM at health care clinics 
in the Cacadu region, to be designed in phase 2 of this study. 
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2.2 THE DISEASE DIABETES MELLITUS 
 
According to a SEMDSA (Society for Endocrinology, Metabolism and Diabetes of 
South Africa) Consensus Document (1997:499) and Mbanya (2006:12), the clinical 
definition of DM is described as being a disorder of metabolism due to defective 
production or action of insulin and characterised by a number of clinical and 
biochemical abnormalities (primarily an abnormal increase of glucose in the blood) 
which, if untreated, may result in acute death or premature morbidity and mortality. 
 
Another view is that the term “diabetes mellitus” represents a group of conditions 
characterised by hyperglycaemia and disturbances of carbohydrate, fat and protein 
metabolism that are associated with absolute or relative deficiencies in insulin action 
and/or insulin secretion. 
 
Over time, diabetes may cause complications involving other organs such as the 
eyes, kidneys, heart and suchlike (Herman & Ilag, 2002:1, Tortora & Derrickson, 
2006:683). 
 
2.3 DIAGNOSIS OF DIABETES MELLITUS 
 
If a diagnosis is made, the clinician must feel confident that the diagnosis is fully 
established since the consequences for the individual are considerable and lifelong. 
 
Severe hyperglycaemia detected under conditions of acute infective, traumatic, 
circulatory or other stress may be transitory and should not in itself be regarded as 
diagnostic of DM.  The diagnosis of diabetes in an asymptomatic individual should 
never be based on a single abnormal blood glucose value (Van der Merwe, et al., 
2004:8). 
 
2.3.1 Diagnostic criteria: 
 
The diagnosis of diabetes is made by the presence of specific clinical features and 
an elevated blood glucose concentration.  It is usually suspected in patients with 
typical symptoms, such as an increased thirst (polydipsia) and urination (polyuria), 
weight loss, fatigue, poor vision, poor wound healing, repeated skin, mucous 
membrane and genital infections, and sometimes coma. 
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Other individuals, in whom the diagnosis should be suspected, even in the absence 
of typical symptomatology, include those with a strong family history of diabetes, 
those of Indian and Malay origin, those who are obese, hypertensive, women who 
have had fertility or obstetric problems or high-birth-weight infants, and also those of 
advancing age. 
 
Pregnant patients with risk factors for diabetes in pregnancy should also be 
screened.  Gestational diabetes will be described later in this chapter (Van der 
Merwe, et al.  2004:43).   
 
The diagnosis of diabetes must be confirmed biochemically as follows (the blood 
glucose concentrations are based on venous plasma samples [PG] – collected in a 
sodium fluoride tube): 
• In the presence of symptoms of hyperglycaemia (polyuria, polydipsia, lethargy, 
pruritus, loss of weight) 
i. random blood glucose ≥ 11.1 mmol/l 
ii. fasting blood glucose ≥ 7.0 mmol/l confirms the diagnosis of diabetes. 
• In asymptomatic patients:   a single 
i. random blood glucose > 11.1 mmol/l 
ii. fasting blood glucose > 7.0 mmol/l is inadequate for diagnosis.  The abnormal 
value must be confirmed at least once before diabetes is diagnosed. 
• If the results are equivocal, the patient requires a glucose tolerance test with 
ingestion of 75g of oral glucose after an overnight fast.  The diagnosis of diabetes 
is established if the fasting blood glucose ≥ 7.0 and/or 2 hours post-load blood 
glucose ≥11.1 mmol/l (Krentz, 2000:47, SEMDSA Consensus Document, 
1997:499). 
 
Diagram 2.1 shows the biochemical diagnosis of Diabetes Mellitus and other 
categories of hyperglycaemia. 
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Diagram 2.1 The biochemical diagnosis of DM and other categories of 
hyperglycaemia.  
(Van der Merwe, et al., 2004:11, Krentz, 2000:47). 
 
• The diagnosis should ideally be made with the use of laboratory blood glucose 
determinations, but should this not be available (e.g. in rural areas), two abnormal 
glucometer determined blood glucose results will be adequate until the diagnosis 
can be confirmed by a laboratory estimation. 
• The presence of glycosuria is a strong indicator of diabetes.  This must be 
confirmed by blood glucose estimations. 
• The presence of ketonuria and glysosuria warrants immediate blood glucose 
estimation and if indicated, the institution of immediate therapy. 
• The patient should be informed of the diagnosis and a therapeutic strategy 
initiated (SEMDSA Consensus Document, 1997:499). 
 
 
 
DM 
IFG
 
N 
7, 0 
mmol/l 
5, 6 
mmol/l 
DM 
IGT 
 
N 
11.1 
mmol/l 
7, 0 
mmol/l 
DM 
DM 
Uncer-
tain 
 
 
 
 
 
 
 
 
 
N 
11, 1 
mmol/l 
5.5 
mmol/l 
[a]  Random Plasma  [b]  Fasting Plasma  [c]  2-hour Plasma     
Glucose    Glucose    Glucose (75g OGTT) 
DM = Diabetes Mellitus, IFG = Impaired Fasting Glucose, IGT = Impaired Glucose 
Tolerance and N = Normal 
 
NB: In the absence of unequivocal symptoms, the diagnosis of diabetes must be confirmed 
with another test preferably the following day. 
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2.3.2 Screening for diabetes: 
 
The objectives of screening are: 
• to identify individuals without overt or clear symptoms of diabetes; 
• early treatment of these individuals might prevent the complications of diabetes; 
- the incidence of diabetes in the general population older than 40 years is 
approximately 3-4% diagnosed and approximately 3% undiagnosed.  In the high 
risk groups, the prevalence is much higher; 
- screening therefore, needs to be directed towards those people with a higher risk 
of being diabetic; 
- screening guidelines have been made available by the American Diabetes 
Association (Nagel, 2002:31) and include the following: 
• individuals with classic symptoms of diabetes 
• individuals with ≥ 1 risk factor 
• individuals with possible diabetes-associated complications, e.g. retinopathy, 
proteinuria, impotence, ischaemic heart disease, recurrent infections 
• ≥ 45 years – if normal, repeated at 3 yearly intervals 
• obesity –  Body Mass Index (BMI)  ≥ 27 (20% over ideal body weight) 
• first degree relative of diabetes 
• high risk ethnic population (e.g. Indian and Malay) 
• previous history of impaired glucose tolerance (e.g. women who delivered 
babies of  > 4,5 kg) 
• women who plan to fall pregnant and pregnant women 
• hypertension – blood pressure reading ≥ 140/90 mm Hg 
• elevated plasma lipids: HDL ≤ 0.9 mmol/l, triglycerides ≥ 2 mmol/l, cholesterol 
> 5.5mmol/l. 
 
Screening results should show a fasting sugar level of < 6.1 mmol/l or random values 
< 7.0 mmol/l.  If values are above these cut-off points, the person should be referred 
to a physician.  Follow up is important.  It should be remembered that a positive 
screening test is not evidence of diabetes, but it conveys a high probability that the 
individual has the disease. 
 
Follow-up testing must be done to make the diagnosis of diabetes (Nagel, 2002:33). 
 
 
 
 
40 
 
2.4 CLASSIFICATION OF DIABETES MELLITUS 
 
There are three main types of diabetes in South Africa, namely type 1 diabetes, type 
2 diabetes and pancreatic diabetes (mainly due to chronic alcoholic pancreatitis).  
Malnutrition-related diabetes is much rarer in Sub-Saharan Africa than in the rest of 
the continent.  Type 2 diabetes is the most common type, although type 1 diabetes, 
while less frequent, is associated with immediate and fatal consequences if 
inadequately treated. 
 
While the various types of diabetes are different in many ways, all are associated 
with the development of complications, which are largely responsible for the 
excessive morbidity and mortality characteristic of the disease (Krentz, 2000:9, 
SEMDSA Consensus Document, 1997:499).   
 
Patients with type 1 diabetes (also known as “juvenile onset” diabetes) are 
characterised by the following: presence of antibodies against pancreatic beta cells 
or against insulin, age of onset under 40 years, thin body build, proneness to keto-
acidosis (excessive build-up of ketones in the blood, causing it to become overly 
acidic) and dependence on insulin for survival (Daneman, 2006:847, Seissler & 
Scherbaum, 2006:133). 
 
The onset of the disease is often acute or sub-acute. By contrast, most patients with 
type 2 diabetes are characterised by age of onset of over 40 years, obesity and less 
proneness to keto-acidosis.  They do not as a rule, require insulin for survival, but 
often, with the evolution of the disease require insulin to improve clinical symptoms 
and metabolic control. 
 
Type 2 diabetes is often associated with abdominal obesity, hypertension, 
dyslipidaemia and atherosclerosis; a clustering of risk factors for cardiovascular 
disease associated with insulin resistance and labelled as the metabolic syndrome.  
Impaired glucose tolerance (IGT) is a state of abnormal carbohydrate tolerance, 
which is associated with a high risk of diabetes and cardiovascular disease. 
 
According to a SEMDSA Consensus Document (1997:499), in South Africa, type 2 
diabetes accounts for over 80% of cases and type 1 for most others.     
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According to the WHO classification, patients with type 2 diabetes can be divided into 
two groups: the obese and the non-obese.  The proportions of these groups vary 
between the races and countries, e.g. among Europeans and Americans. The 
proportion of obese to non-obese type 2 patients is about 50% - 50% (Nagel, 2002: 
25).   
 
Diabetes diagnosed during pregnancy is called Gestational Diabetes Mellitus (GDM).  
The WHO defines GDM as carbohydrate intolerance resulting in hyperglycaemia of 
variable severity with onset or first recognition during pregnancy (Van der Merwe, et 
al.  2004:43). 
 
This definition applies irrespective of whether or not insulin is used for treatment or 
whether the condition persists after pregnancy.  It does not exclude the possibility 
that the glucose intolerance may antedate pregnancy although previously 
unrecognised. 
 
GDM can develop at any time during pregnancy, but most commonly appears after 
the middle of the second trimester or into the third trimester.  Typically, the 
prevalence of GDM worldwide is estimated to be 1 – 3% of pregnancies; in the USA 
it is 12,3% (Nagel, 2002:26). 
 
GDM is associated with increased perinatal complications, such as foetal size and 
mortality.  Furthermore, the mothers have an increased risk of progression (up to 
60%) to diabetes within 5 – 10 years after delivery (Gestational Diabetes Mellitus, 
1999: 9).  Maternal GDM may also have surprisingly long-term consequences for the 
offspring: foetuses exposed to GDM are at increased risk of developing diabetes in 
adult life (Nagel, 2002:27).  Early detection and vigorous treatment of GDM is vital to 
prevent the mentioned complications. 
 
The following patients are at risk to develop GDM:   
- patients with a family history of diabetes; 
- previous pregnancy complicated by GDM; 
- a previous large baby; 
- obesity; 
- age over 35 years; and 
- certain ethnic groups, e.g. the Indian population. 
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Why is the control of blood glucose levels so important during pregnancy?  During 
pregnancy, the baby is fed via the placenta and glucose is passed on to the baby as 
the primary source of energy; the higher the blood glucose, the more glucose will be 
circulated to the baby. 
 
These elevated blood glucose levels cause complications during foetal development 
and delivery – therefore control of blood glucose levels during pregnancy is of vital 
importance to the mother and the unborn baby. 
 
Women with GDM are seldom symptomatic and patients therefore have to be 
screened for the disease.  It is generally considered that 28 weeks of gestation is the 
optimal time to screen, as this allows enough time for effective intervention.  Further 
risks for the mother are: caesarean delivery, development of hypertension and other 
complications during birth. 
 
Risks for the baby are congenital defects, stillbirth, premature birth, macrosomia 
(gigantism), traumatic birth injuries due to macrosomia, respiratory distress syndrome 
and hypoglycaemia (Nagel, 2002:28). 
 
The WHO proposed a new classification system encompassing both clinical stages 
and aetiological types of DM and other categories of hyperglycaemia (Van der 
Merwe, et al.  2004:12). Diabetes, regardless of its aetiology, progresses through 
several clinical stages during its natural history. The classification by aetiological type 
results from an understanding of the causes of diabetes. 
 
The aetiological classification reflects the fact that the defect or process, which may 
lead to diabetes, may be identifiable at any stage in the development of diabetes - 
even at the stage of normoglycaemia (normal glucose tolerance).  The severity of the 
metabolic abnormality can regress (e.g. with weight reduction), progress, e.g. with 
weight gain, or stay the same. 
 
According to the residual beta-cell function, some individuals may need insulin for 
survival, while others, according to the severity of the underlying metabolic 
abnormality, may need insulin for adequate glycaemic control. 
 
Table 2.1 illustrates the aetiological classification of glycaemia.  
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TABLE 2.1 AETIOLOGICAL CLASSIFICATION OF DISORDERS OF 
GLYCAEMIA  
(Van der Merwe, et al., 2004:14, 15, Krentz, 2000: 10-26) 
 
Type 1 diabetes 
(ß (beta) –cell destruction, usually leading to absolute insulin deficiency): 
-   Auto-immune, including latent auto –immune diabetes in adults (LADA) 
-   Idiopathic Type 1 diabetes 
Type 2 diabetes 
May range from predominantly insulin resistant with relative insulin deficiency to a 
predominantly secretory defect with or without insulin resistance 
Gestational diabetes 
Glucose intolerance during pregnancy 
OTHER SPECIFIC TYPES OF DIABETES  
Other diabetic syndromes in Nagel (2002:35) are also described by the following as 
types of diabetes. 
Genetic defects of ß- cell function 
Maturity onset diabetes of the young (MODY) – at least 4 known subtypes identified 
Genetic defects of ß- cell action 
Type A insulin resistance 
Lipoatrophic diabetes 
Leprechaunism 
Rabson-Mendenhall syndrome 
Diseases of the exocrine pancreas 
Fibrocalculous pancreatopathy 
Pancreatitis 
Trauma / Pancreatectomy 
Neoplasia 
Cystic fibrosis 
Haemochromatosis (autosomal dominant inborn error of metabolism is characterised by   
excessive iron deposition in a number of organs, diabetes develops in approximately 
50% of the cases). 
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TABLE 2.1 cont.  AETIOLOGICAL CLASSIFICATION OF DISORDERS OF 
GLYCAEMIA  
Endocrinopathies 
Cushing’s syndrome 
Acromegaly 
Phaeochromocytoma 
Glucagonoma 
Hyperthyroidism 
Somatostatinoma 
Drug- or chemically induced 
Nicotinic acid 
Glucocorticoids 
Thyroid hormone 
Alpha-adrenergic agonists 
Beta-adrenergic agonists 
Thiazides 
Diphenylhidantoin 
Pentamidine 
Vacor 
Interferon-alpha therapy 
Infections 
Congenital rubella 
Cytomegalovirus 
Uncommon forms of immune-mediated diabetes 
Insulin auto-immune syndrome (antibodies to insulin) 
Anti-insulin receptor antibodies 
Other genetic syndromes sometimes associated with diabetes 
Down’s syndrome 
Klinefelter’s syndrome 
Myotonic dystrophy 
Porphyria 
Turner’s syndrome 
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2.5 PATHOPHYSIOLOGY OF DIABETES MELLITUS 
 
The pathology of type 1 and type 2 diabetes will be discussed.  
 
2.5.1 Type 1 diabetes: 
 
There are two forms of type 1 diabetes: 
• Auto-immune, including LADA 
• Idiopathic type 1 diabetes 
 
2.5.1.1  Auto-immune diabetes 
 
The ß-cells are destroyed by the auto-immune system.  The rate of destruction is 
quite variable, being rapid in some individuals and slow in others.  The rapidly 
progressive form is commonly observed in children, but may also occur in adults.  
The slowly progressive form generally occurs in adults and is referred to as latent 
auto-immune diabetes in adults (LADA) (Van der Merwe, et al., 2004:16, Van 
Deutekom, Heine & Simsek, 2008:117). 
 
 In genetically predisposed people, a triggering factor sets off the production of islet 
cell antibodies.  The islet cell antibodies destroy the ß-cells.  Insulin production 
decreases as the ß-cells are destroyed.  When insulin production reaches a critical 
value, the development of diabetes occurs. 
 
Studies have shown an association of type 1 diabetes with HLA genes DR3 and 
DR4, located on chromosome 6 (Nagel, 2002:3).  These islet cell antibodies are 
found in most newly diagnosed type 1 patients. 
 
Triggering responses (Gregory, 2003:24). 
 
• Viruses, as well as other environmental agents have been implicated as being 
triggering factors in the auto-immune process.  The viruses may damage the ß-
cells by direct invasion or by triggering an auto-immune response.  Implicated 
viruses are: Viruses causing mumps and intra-uterine rubella, Coxsackie B virus, 
Echo virus, Gytomegalo virus and the Herpes virus. 
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• Certain chemical substances have been shown to induce diabetes in animals and 
these include alloxan, streptozotosin and dietary nitrosamides present in some 
smoked meats. 
 
Some patients will experience a temporary remission period called the “honeymoon 
period” after starting insulin therapy. The correction of the hyperglycaemia by using 
insulin leads to a removal of the glucotoxicity (caused by the elevated blood glucose 
levels) on the beta cells and therefore insulin production increases slightly. 
 
This “honeymoon period” will however end, as the original auto-immune destruction 
of the ß-cells continues (Nagel, 2002:4). 
 
2.5.1.2  Idiopathic type 1 diabetes 
 
This form of type 1 diabetes has no known aetiology. The patient has permanent 
insulinopaenia (cannot secrete insulin).  This form of diabetes is strongly inherited, 
lacks immunological evidence for ß-cell auto-immunity and is not HLA associated 
(Nagel, 2002:4). 
 
2.5.2 Type 2 diabetes: 
 
The cause of type 2 diabetes is a combination of impaired insulin secretion from the 
ß-cells and an insensitivity of target tissues (cells with insulin receptors) for insulin – 
known as insulin resistance. 
 
2.5.2.1  Impaired insulin secretion due to ß-cell malfunction 
 
• Incorrect secretion pattern 
The first phase of release of insulin is noted to be deficient in some type 2 
diabetic patients.  This leads to elevated postprandial (after meal) blood 
glucose values. 
 
• The ratio of pro-insulin to insulin 
The ratio of pro-insulin to insulin secreted by the ß-cells has been shown to be upset 
in certain type 2 diabetic patients.  The higher the pro-insulin concentration (an 
inactive form of insulin), the lower will be the overall insulin effect seen in the person. 
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• Accumulation of amyloid deposits 
The ß-cells of some type 2 diabetic patients have been shown to contain large 
amounts of amyloid deposits, which are waste products from insulin production.  
Normally, the body disposes of such deposits.  In some diabetic patients 
accumulation of amyloid may occur, reducing the sensitivity of the ß-cells to 
circulating glucose or reducing the amount of insulin secreted by the ß-cells. 
 
• Destruction of the ß-cells 
ß-cell malfunction may arise due to a very slow destruction of the ß-cells themselves.  
As the disease progresses, these people will eventually require insulin treatment. 
 
2.5.2.2  Mechanisms for insulin resistance 
 
• The insulin receptor numbers can be decreased.  This is seen commonly in 
obese people and in aged people. 
• The insulin receptor structure has been reported to be abnormal in certain type 2 
diabetic patients; therefore, the insulin molecule does not fit onto these receptors 
properly, and the uptake of glucose into the cell becomes impaired. 
• Insulin resistance may also occur at postreceptor events, due to interference with 
the message being sent to glucose transporters, to bring glucose into the cell.  
Because of these receptor abnormalities, the uptake of glucose into these cells is 
reduced and sluggish, resulting in elevated circulating blood glucose values 
(Nagel, 2002:5). 
 
2.6 CLINICAL FEATURES OF DIABETES MELLITUS 
 
The following is a description of the clinical features (signs and symptoms) found in 
type 1 and type 2 diabetes. 
 
2.6.1 Type 1 diabetes: 
 
The classical symptoms of type 1 DM are polyuria, polydipsia, weight loss, fatigue 
and an overall unwell feeling, caused by hyperglycaemia.  The severity of these signs 
and symptoms correlates with the degree of hyperglycaemia.  Polyuria is often most 
noticeable at night (nocturia) and sometimes sufficient to cause children to wet the 
bed (enuresis). 
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Weight loss may be drastic and may be accompanied by overwhelming tiredness 
(fatigue).  The duration of symptoms before presentation is usually short (2 – 3 
weeks or less); thus, the onset of the disease is often acute or sub-acute.  Patients 
with type 1 diabetes are usually normal or underweight.  Patients often present with 
keto-acidosis preceded by symptoms such as nausea, vomiting and drowsiness (Van 
der Merwe, et al., 2004:32). 
 
TABLE 2.2 SYMPTOMS OF TYPE 1 DIABETES  
(Van der Merwe, et al., 2004:32). 
 
Major symptoms Minor symptoms Features of Keto-acidosis 
Polyuria 
Excessive thirst 
Fatigue 
Weight loss 
Feeling unwell 
Cramps 
Constipation 
Blurred vision 
Candidiasis 
Skin sepsis 
Nausea 
Vomiting 
Drowsiness 
Abdominal pain 
 
• Polyuria 
When the level of blood glucose is high, the body loses glucose in the urine.  This is 
called glycosuria. Glycosuria impairs the ability of the kidneys to retain water and 
causes excessive loss of water. 
• Excessive thirst 
Hence, due to excessive loss of water, thirst develops together with polyuria. 
• Fatigue 
Loss of glucose through the kidneys causes a loss of energy fuel.  When the amount 
of energy fuel available becomes less than the energy demands of the body, fatigue 
develops. 
• Weight loss 
Because the cells cannot utilise the circulating glucose for energy purposes, the cells 
mobilise fat and proteins for gluconeogenesis, as alternative energy sources.  This 
breakdown of fat and muscle tissue results in weight loss. 
• Feeling unwell 
Hyperglycaemia often results in blurred vision, because of the accumulation of 
glucose in the lens of the eye.  The combination of all of these symptoms leads to an 
overall feeling of being unwell. 
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Ketone production is usually detected and this can lead to the symptoms of 
abdominal pain, nausea and vomiting.  Other symptoms such as blurred vision and 
repeated infections might be present if the onset is not very acute.  There are usually 
no chronic complications present at diagnosis of type 1 diabetes.  These 
complications become apparent 5 – 10 years post-diagnosis and treatment (Van der 
Merwe, et al., 2004:32).   
 
2.6.1.1  Incidence of type 1 diabetes 
 
According to Nagel (2002:24), the incidence of type 1 diabetes peaks at about 11 – 
13 years of age.  There is a seasonal variation with the lowest rates in spring and 
summer.  There is a geographical variation, with some areas having a very high 
incidence and others, e.g. Japan, having a very low incidence.  Most patients present 
young with only about 10% of type 1 diabetics being over the age of 65 years. 
 
TABLE  2.3  RISK OF DIABETES IN CHILDREN OF TYPE 1 DIABETICS  
(Nagel, 2002:24) 
 
RISK FACTORS 
Father diabetic 
Mother diabetic 
Brother / sister diabetic 
Parent + brother / sister diabetic 
 
CHILDREN AFFECTED 
1 in 20 
1 in 100 
1 in 15 – 30 
1 in 10 
 
 
2.6.1.2  Latent auto-immune diabetes in adults (LADA) 
 
Latent auto-immune diabetes in adults (LADA) is a recently recognised category of 
“slow onset” type 1 diabetes in adults.  In the United Kingdom, Prospective Diabetes 
Study (UKPDS), 3672 patients selected by family physicians as having “typical” type 
2 diabetes were tested for islet cell antibodies (ICA) and anti–glutamic acid 
decarboxylase (GAD). Ten percent of the patients had ICA and 12% anti–GAD; 4% 
had both.  Apart from the fact that the patients who had ICA or anti–GAD antibodies 
were younger (< 35 years), they were indistinguishable from typical patients with type 
2 diabetes. 
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As many as 84% of these patients eventually required insulin therapy.  At this stage, 
it could be recommended that younger patients (< 35 years) presenting with typical 
type 2 diabetes should be tested for anti–GAD antibodies (Van der Merwe, et al., 
2004:33). 
 
2.6.2 Type 2 diabetes: 
 
Type 2 diabetes may also present with classical hyperglycaemic symptoms (thirst, 
polyuria, weight loss etc.).  Approximately 53% of patients do present with the afore-
mentioned symptoms (Van der Merwe, et al., 2004:34).  The symptoms seen are 
very often mild and have a gradual onset.  Many patients with type 2 diabetes do not 
complain of obvious symptoms of diabetes and the disease is often detected 
accidentally, for example by screening for insurance or work or at medical 
examinations.      
 
The diagnosis of diabetes is an incidental finding in approximately 30% of cases.  
Sixteen percent of patients present with infections, usually genital candidiasis 
(particularly in women) or of the urinary tract or skin.  A minority (2%) present with 
complications of diabetes itself, such as myocardial infarction or peripheral vascular 
disease, or with microvascular disease, most commonly retinopathy. 
 
It has been estimated that significant hyperglycaemia may be present on average for 
5 – 7 years before the diagnosis is made.  Obesity is a major predisposing factor in 
the development of type 2 diabetes and is present in 50% of men and 70% of women 
at diagnosis (Van der Merwe, et al.  2004:34). 
 
Despite hyperglycaemia, only low concentrations of ketone bodies are present in the 
blood and urine.  Coma is rare in type 2 diabetics, but may result from extreme 
hyperglycaemia and hyperosmolarity (Nagel, 2002:24). 
 
Rarely patients with type 2 diabetes may present with neurological manifestations 
such as stroke, mononeuritis (cranial nerve involvement or carpal tunnel syndrome) 
and peripheral neuropathy.   
 
Type 2 diabetes is often diagnosed because of the presence of diabetic 
complications – at least 30% or more have complications at diagnosis.  Patients with 
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type 2 diabetes are usually over the age of 40, usually fat, especially with abdominal 
or “apple” obesity and often present with no ketones. 
 
In most cases, the clinical distinction between type 1 and type 2 diabetics is usually 
clear, although it may be easier at the time of diagnosis than in retrospect (Nagel, 
2002:25). 
 
The comparative clinical features of type 1 and type 2 diabetes are shown in Table 
2.4. 
 
TABLE 2.4 COMPARATIVE CLINICAL FEATURES OF TYPE 1 AND TYPE 2 
DIABETES MELLITUS.   
(Van der Merwe, et al., 2004:34). 
 
 
CLINICAL FEATURES 
 
TYPE 1 
 
TYPE 2 
 
Age of onset 
Duration of symptoms 
Body weight 
Ketonuria 
Rapid death without treatment with insulin 
Auto-antibodies 
Diabetic complications at diagnosis 
Family history of diabetes 
Other auto-immune disease 
< 40 years 
Weeks 
Normal or low 
Yes 
Yes 
Yes 
No 
No 
Yes 
> 40 years 
Months to years 
Obese 
No 
No 
No 
30% 
Yes 
No 
 
2.6.2.1  Incidence of type 2 diabetes 
 
According to Nagel (2002: 26), the prevalence of type 2 diabetes varies greatly 
between populations; it is very high in the Pima Indians of North America and very 
high in migrant populations, e.g. the Indians in South Africa. 
 
The incidence in the Indian population living in South Africa is approximately 8 – 9%. 
 
The prevalence is higher in urban than in rural communities.  Associated factors are 
inter alia: a western style high fat, high carbohydrate, low fibre diet, high stress levels 
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and minimum exercise. Between 1 – 2% of Caucasian races are affected with type 2 
diabetes (Nagel, 2002:26). 
 
According to the IDF, the statistics on the black population suffering from DM in SA 
are rising at an alarming rate due the urbanisation of these people, and with that, 
westernisation - where people eat many fast foods, do not exercise and become 
obese (Mbanya, 2006:12).   
 
Table 2.5 shows the risk of DM in children of type 2 diabetics.  
 
TABLE 2.5 RISK OF DIABETES IN CHILDREN OF TYPE 2 DIABETICS.  
(Nagel, 2002:26). 
 
 
RISK FACTORS 
One parent diabetic 
Both parents diabetic 
Bother or sister 
 
% CHILDREN AFFECTED 
25% - 50% 
75% 
50% 
 
 
2.6.2.2  Maturity – onset diabetes of the young (MODY) 
 
MODY is an unusual subgroup of diabetes characterised by an early onset and 
dominant inheritance.  Hyperglycaemia and other symptoms before the age of 25 are 
found, together with type 2 diabetes, in young people.  Recently, mutations in the 
glucokinase gene have been identified as the cause of ß-cell dysfunction and 
hyperglycaemia in a proportion of cases.   
 
Criteria to determine autosomal inheritance of the condition (MODY) have been 
proposed:  
- early diagnosis of diabetes: before 25 years of age in at least two family 
members; 
- non-insulin dependent: demonstrated by the absence of insulin treatment 5 years 
after diagnosis, or by significant circulating C-peptide concentrations; 
- autosomal dominant inheritance: vertical transmission of diabetes through at least 
three generations, ideally with the same phenotype in cousins or second cousins 
(Van der Merwe, et al., 2004:37).   
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Applying these criteria, the prevalence of MODY has been estimated to be 0, 5 – 1, 
0% of patients with type 2 diabetes.  Although difficult, it is essential to differentiate 
between type 2 DM and MODY (Van der Merwe, et al., 2004:37). 
 
2.6.2.3  The metabolic syndrome 
 
According to Van der Merwe, et al., (2004:35), the WHO has suggested the following 
working definition for the metabolic syndrome. 
  
Glucose intolerance (impaired glucose tolerance or diabetes mellitus) and/or insulin 
resistance together with two or more of the following components: 
• Impaired glucose regulation or diabetes 
• Insulin resistance (under hyperinsulinaemic euglycaemic conditions, glucose 
uptake below lowest quartile for background population under investigation) 
• Raised arterial pressure ≥ 160/90 mmHg 
• Raised plasma triglycerides (≥ 1,7 mmol/l) and/or low HDL –cholesterol <0,9 
mmol/l for men; <1,0 mmol/l for women 
• Central obesity (males: waist to hip ratio >0,90; females: waist to hip ratio >0,85) 
and/or BMI >30kg/m² 
• Micro-albuminuria (urinary albumin excretion rate ≥ 20 µg/min¹ or albumin: 
creatinine ratio ≥ 20 mg/g¹) 
 
Several other components of the metabolic syndrome have been described (e.g. 
hyperuricaemia, coagulation disorders, raised PAI-1), but they are not necessary for 
the recognition of the condition.  The presence of the metabolic syndrome was 
associated with reduced survival, particularly because of increased cardiovascular 
mortality. 
 
Insulin resistance clusters in families and 45% of first-degree relatives of patients 
with type 2 diabetes are insulin resistant compared with 20% of individuals without a 
family history of diabetes.  Obesity, particularly abdominal obesity, usually precedes 
insulin resistance in these individuals (Van der Merwe, et al., 2004:35).   
 
Valentine, Biermann and Toohey (1998:16) also mentioned this phenomenon, but 
they refer to it as Syndrome X.  Syndrome X could include the following diseases: 
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mainly insulin resistance and hypertension (“hyperbetes”) and/or one or more of the 
following; hyperlipidaemia and atherosclerotic heart disease. 
 
2.7 COMPLICATIONS OF  DIABETES MELLITUS 
 
Untreated or poorly controlled diabetes may lead to acute or chronic complications.  
Acute complications include infections (e.g. boils, urinary tract infection, tuberculosis) 
and metabolic complications, such as hypoglycaemia, hyperglycaemia and coma.  
Chronic (long-term) complications include macrovascular and microvascular 
diseases, inter alia neuropathy and diabetic foot disease (SEMDSA Consensus 
Document, 1997:507). 
 
2.7.1 Acute complications: 
 
The acute metabolic complications of DM are characterised by a patient presenting in 
a state of confusion, disorientation and abnormal behaviour or in a coma.  It must be 
noted that severe forms of both hypoglycaemia and hyperglycaemia can 
present in coma.   Thus, the immediate action by the attending doctor, (in a 
known patient with diabetes, or for any patient in the above manner), should be to 
measure the blood glucose. 
 
If the blood glucose level is elevated (>20 mmol/l) the patient has hyperglycaemic 
coma.  Should the blood glucose level be low (<2, 5 mmol/l), the patient has 
hypoglycaemic coma (Van der Merwe, et al., 2004: 81).   
 
2.7.1.1  Hypoglycaemia 
 
This is commonly associated with insulin therapy, type 1 diabetes.  It is also defined 
as blood glucose levels from 2,5 – 3,5 mmol/l (Nagel, 2002:6).  When the blood 
glucose levels fall too low, it might be accompanied by warning symptoms such as 
sweating, tremor, palpitations, headache, dizziness, aggression, impairment of 
decision making and generalised feeling of weakness. 
 
Hypoglycaemia may occur very quickly, and if the first signs are not recognised 
and treated immediately, it may lead to unconsciousness or coma within 
minutes, as the brain is vitally dependent on glucose as its only source of energy.  
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Many patients lose their ability to recognise the hypoglycaemic symptoms after some 
years with diabetes. This is known as diabetic unawareness.   
 
(a)   Causes 
 
Causes of hypoglycaemia include the following: excessive exercise, alcohol, too 
much medication or injecting without eating, insufficient carbohydrate intake, or a 
meal/snack being missed, and nocturnally (between 24:00 and 03:00), when glucose 
levels might drop too low.   
 
Hypoglycaemia can be classified as:  
mild – person with diabetes can treat himself; or  
severe – help is needed by others, or consciousness is lost (Nagel, 2002:7). 
 
(b)   Treatment 
 
Early symptoms:  Hunger, irritability, tiredness, and poor concentration – 
carbohydrates are needed. 
Later symptoms and advanced symptoms:  Sweating, shaking, palpitations, nausea, 
confusion, aggression, lack of co-ordination, inability to help one self – rapidly 
absorbed snacks (e.g. chocolate, glucose, sweets, Coca-Cola) to be given by 
another person, followed by a light meal. 
Late symptoms: Hypoglycaemic coma, seizures - glucagon 0,5 – 1 mg by injection, 
or intravenous glucose, followed by a light meal. 
Always confirm diagnosis with a blood glucose test (Nagel, 2002:8). 
 
2.7.1.2  Hyperglycaemia 
 
The relationship between hyperglycaemia and keto-acidosis will be described next.  
Furthermore, there are two principal forms of hyperglycaemic coma in patients with 
DM:  
diabetic keto-acidotic coma; and  
hyperosmolar non-ketotic diabetic coma (Van der Merwe, et al., 2004: 81).  The 
sorbitol effects will be discussed later.   
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(a)     Hyperglycaemia and keto-acidosis 
 
Hyperglycaemia is defined as blood glucose levels above 10mmol/l (Nagel, 2002:8). 
Symptoms of hyperglycaemia include the following: polyuria, frequent urination, 
excessive thirst, tiredness, tingling of hands and feet, weakness and drowsiness, 
weight loss, blurred vision, ketones in the urine. 
 
Keto-acidotic coma can develop if too little insulin is made available to the blood 
stream; in other words if the hyperglycaemia is left untreated. 
 
Causes of hyperglycaemia are: poor diet control, missing insulin injections, sickness, 
repeated infections, prolonged physical activity, medication e.g. cough mixtures, cold 
and vitamin syrups, menstruation in females, severe stress and emotional upsets. 
 
The treatment is aimed at lowering the blood glucose levels, to prevent the patient 
from advancing into keto-acidosis, and will be determined by the cause of the 
hyperglycaemia: 
- correcting of eating patterns 
- treatment of infection, and suchlike might be required 
- monitoring of blood glucose levels 
- administering/adjusting of insulin injections 
- rehydration 
- if there are ketones present in the urine, the blood glucose level should be 
checked hourly, and insulin be administered accordingly, lots of fluids should be 
given to maintain hydration 
- should the patient be vomiting, he should be treated by a health professional and 
rehydration be achieved intravenously 
- Undetected or untreated hyperglycaemia can develop in diabetic keto-
acidosis (Nagel, 2002:10). 
 
(b)     Diabetic keto-acidosis (DKA) 
 
Excessive levels of ketones in the blood cause DIABETIC KETO-ACIDOSIS.  
Ketones are produced when the body breaks down fat for energy.  They are 
manufactured in the liver and may be used by the body as an energy source when 
insufficient glucose is available.  People with type 1 diabetes are vulnerable to 
developing DKA due to the lack of insulin. 
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When the body does not have insulin available, it cannot use glucose for energy and 
uses fat instead, producing ketones in the process. Thus, inadequate insulin supply 
could result in excessive ketone build-up in the blood, causing it to become overly 
acidic.  DKA is a life threatening condition that may result in coma or death.   
 
According to Nagel (2002:11), the recently presented BDA Cohort Study assessing 
23 752 people with type 1 diabetes, found that keto-acidosis and hypoglycaemia 
were the greatest cause of deaths in patients under the age of 30; keto-acidosis was 
responsible for 54% of deaths in men and 76% of deaths in women. 
 
DKA could result from insufficient monitoring and poor control; because of shortage 
of insulin or untreated hyperglycaemia.  It is more common in type 1 diabetics.  DKA 
is usually seen in connection with acute infections in type 1 diabetics, which 
increases the insulin demand. 
 
Should this demand not be met, the body starts breaking down fats and proteins for 
energy purposes: the process is known as gluconeogenesis. This process releases 
glucose into the circulation, as well as huge amounts of ketones (waste products of 
fat breakdown) and hydrogen ions (waste products of protein breakdown). This 
eventually disturbs the pH balance in the bloodstream to become acidic. 
 
The sharp rise in blood glucose levels results in osmotic diuresis, involving an 
excessive loss of water and electrolytes via the kidneys.   
 
As a result, a loss of extracellular fluid and consequently plasma volume occur, 
resulting in: 
- hypotension 
- impaired oxygen exchange in the lungs and tissues 
- excessive lactic acid being produced; and 
- the now, impaired renal function results in acidosis, as the kidneys fail to excrete 
the excessive hydrogen ions 
- the patient develops hypovolaemic shock and coma. 
 
Blood levels of ketones: 
• < 0,5 mmol/l: normal 
• 0,5 – 1,0 mmol/l: elevated 
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• > 1,0 mmol/l: at risk for developing DKA 
• > 3,0 mmol/l: indicates a state of keto-acidosis 
 
Symptoms of DKA include the following: glycosuria, polyuria, polydipsia, polyphagia 
(increased hungry sensation), abdominal pain, nausea, vomiting, rapid breathing 
(Kussmaul breathing), “fruity” smelling breath and coma (due to cerebral oedema 
caused by acidosis).  DKA is associated with blood pH < 7, 2, indicating severe 
acidity; blood glucose >14 mmol/m; and the presence of ketones in blood and urine. 
 
Keto-acidosis develops gradually, over a few hours.  DKA is a critical medical 
emergency, requiring urgent hospital admission for administration of 
intravenous fluids and insulin.   
 
Causes of DKA could include the following:  
- omission of/insufficient insulin injection, which could be accidental or deliberate;  
e.g. adolescents wishing to lose weight might skip insulin doses  
- poor control  
- undiagnosed diabetes  
- illness such as acute infections, heart attack or stroke  
- poor sick day management: patients tend to skip/reduce insulin doses because 
they often do not follow their regular meal plan when sick; due to “stress” 
hormones; during illness they might actually require more insulin than normally 
- pregnant women with diabetes tend to “eat for two”; if glucose or insulin intake is 
inadequate, fats will be broken down for energy.  If DKA develops during 
pregnancy, there is a 50 – 90% risk of foetal mortality.  High levels of ketones 
during pregnancy are also associated with lower intelligence of the children 
(Nagel, 2002:13). 
 
The treatment is aimed at: 
- rehydration 
- insulin administration 
- electrolyte correction 
- stabilisation of cardiovascular and renal function 
- hourly blood glucose monitoring 
- important to identify and correct/treat the precipitating cause of DKA 
- prevention of DKA is one of the long-term goals of good diabetes management. 
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(c)    Diabetic non-ketotic hyperosmolar coma (HONK) 
 
This condition often affects middle-aged or elderly patients with type 2 diabetes and 
relative insulin deficiency.  Two thirds of cases are in previously undiagnosed cases 
of diabetes.  This condition carries a mortality of 30%.  HONK is characterised by the 
insidious development of marked hyperglycaemia, usually > 50 mmol/l, with 
dehydration and prerenal uraemia. 
 
Significant accumulation or production of ketones does not develop.  This absence of 
ketones is unexplained, but may be related to a suppression of breakdown of fatty 
tissue due to hyperosmolality, or reduced catabolic hormone responses.  It can also 
be precipitated by infection, diuretic treatments and drinking glucose-rich beverages. 
 
The clinical picture is as follows: usual signs of hyperglycaemia such as polidipsia, 
polyuria, malaise, weakness, anorexia, dry mouth and postural hypotension.  The 
picture can often be dominated by secondary illnesses, e.g. myocardial infarction, 
urinary infection or mental confusion due to cerebral oedema, which could be 
misinterpreted as signs of cerebro-vascular disease, especially in undiagnosed 
diabetes. 
 
Delayed treatment due to late recognition, e.g. undiagnosed diabetes, considerably 
increases the mortality risk (Nagel, 2002:16). 
 
The treatment includes the following measures:  
- rehydration 
- insulin therapy; and 
- electrolyte replacement in a manner similar to the treatment of KDA. 
 
(d)    Sorbitol effects 
 
During hyperglycaemic conditions, within tissues where insulin is not required for 
glucose transport, glucose diffuses freely into tissues, resulting in an increase in the 
conversion of glucose to sorbitol.  This happens most frequently in the lens of the eye 
and myelin sheath of the nerves, vessel walls and the kidneys.  As a result, a build-
up of sorbitol occurs, which increases the osmotic pressure, and there is a movement 
of more fluid into these areas. 
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Symptoms such as blurred vision and painful neuritis develop.  Rapid reversal of a 
hyperglycaemic situation leads to the opposite effect, i.e. reduction of sorbitol and a 
net movement of fluid out of these areas, showing similar effects (Nagel, 2002:16). 
 
2.7.2 Chronic complications: 
 
Van der Merwe, et al. (2004:86) state that with the discovery of insulin, various oral 
hypoglycaemic agents, and better understanding of causation in diabetes, patients 
with both type 1 DM and type 2 DM can now live longer than prior to such advances.  
The increased longevity has allowed the metabolic defects to persist for longer 
periods, and this has contributed to the development of chronic complications of 
diabetes. 
 
Generally, microvascular diseases such as neuropathy, retinopathy and nephropathy 
predominate in type 1 DM, whereas type 2 DM is predominated by atherosclerotic 
complications and neuropathy.   
 
These complications arise also as a result of long duration of poor metabolic control.  
Trials have confirmed that by achieving tight control of blood glucose levels, the 
development of diabetic complications can be delayed or prevented.  The Diabetes 
Control and Complications Trial (DCCT) showed that over a seven-year study period, 
there was approximately a 60% reduction in risk between patients on intensive 
therapy, compared with patients on conventional therapy. 
 
This benefit was seen in all patients, regardless of age, sex or duration of diabetes 
(Nagel, 2002:17).  The chronic (long-term) complications can be classified as follows:  
- microvascular complications; and 
- macrovascular complications. 
 
2.7.2.1  Micro-vascular complications 
 
These are complications that arise because of damage to the structure of capillary 
walls (smallest blood vessels), thought to be caused by persistent high blood glucose 
levels and are described by Nagel (2002:17-23). 
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(a)     Retinopathy 
 
This refers to abnormalities of the retina.  Retinopathy is the most common long-term 
complication of diabetes and often leads to blindness.  Blindness is one of the most 
dreaded complications of diabetes, but also one of the most preventable.  About 75% 
of all diabetic patients show some structural alterations to the retina.  These 
abnormalities develop gradually, and include: 
- micro-aneurysms that appear as small red dots on the retina; the first clinically 
detectable sign of retinopathy 
- haemorrhages, which could be “dot” or “flamed” shaped 
- hard exudates that are yellow lipid deposits which commonly occur around 
leaking micro-aneurysms, and could impair sight when they encroach on the 
macula 
- cottonwool exudates and the formation of fibrous tissue, which results in gradual 
sight impairment. 
 
In the advanced stages, haemorrhages might become extensive, leading to: 
- degeneration of the retina 
- the growth of new blood vessels over the retina and into the vitreous 
- accompanied by fibrous tissue 
- which can lead to detachment of the retina 
- sudden loss of vision and blindness can occur, as a result of haemorrhages or 
exudates from these vessels 
- new vessel formation may occur at the optic disc or elsewhere in the retina, and 
might extend into the vitreous, which could result in vitreous haemorrhage 
- if untreated, severe visual loss can occur within 2 years 
- cataract or lens opacities develop earlier in diabetic patients and often progress 
more rapidly 
 
(b)     Nephropathy 
 
This refers to abnormalities of the kidneys.  Longstanding, especially poorly 
controlled diabetes, causes degenerative changes in the kidneys, which severely 
impair the function thereof.  The end result could be renal failure and death: many 
diabetics who have had diabetes for more than 20 years ultimately die from renal 
failure (Nagel, 2002:20). 
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In the kidneys, minute filters, known as nephrons, are responsible for the filtration 
and purification of the blood.  The filtering unit, known as the glomerulus, consists of 
a network of capillaries, which filter substances from the bloodstream to the 
nephrons, but also supply oxygen and nutrients to these nephrons. 
 
In DM, thickening of the basement membrane of these capillaries occurs, which 
severely impairs the filtering process in the kidneys, resulting in accumulation of 
harmful waste products in the bloodstream.   
 
At the same time, blood vessels that supply blood to the kidneys become narrowed 
due to arterio/atherosclerosis (degeneration of vessel walls and deposits of fatty 
plaque on the inner walls of the vessels), restricting blood flow to the kidneys.  The 
body attempts to correct this restricted blood flow by elevating the blood pressure, 
and hypertension develops. 
 
The elevated blood pressure damages the capillaries in the kidneys even further, as 
they cannot withstand this increase in blood pressure, resulting in sclerosis 
(hardening) of the capillary walls, which impairs blood supply to the nephrons (which 
degenerate) as well as to the filtering process, and a vicious cycle develops. 
 
The damaged capillaries become overpermeable, and allow proteins and blood cells 
to escape into the urine, and the earliest sign of kidney damage is the presence of 
albumin and later protein in the urine. 
 
In the final stages, renal failure develops, with anaemia, oedema and increasing 
levels of urea in the bloodstream.  Urine of diabetics should therefore be screened 3 
monthly to detect micro-albuminuria. 
 
(c)     Neuropathy 
 
Diabetic neuropathy can affect all the nerves of the body.  It occurs in about 12% of 
all diabetics.  It is rarely seen in children or adolescents, but more frequently with 
increasing age (Nagel, 2002:21). 
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(i) Peripheral neuropathy 
 
According to Nagel (2002:21, 22), it seems that degeneration of the capillaries that 
supply the nerve fibres, occurs, leading to inadequate blood supply.  The nerve 
bundles and nerve fibres degenerate and become thinner.  Because of these 
changes, the speed of nerve conduction is slowed down considerably.  This 
impairment results in symptoms as follows: tingling, burning, sensations of cold and 
numbness of the extremities.  Legs and feet are mostly affected and symptoms seem 
to be worse at night.  Chronic peripheral neuropathy with numbness is irreversible 
and the pain can last for months, but can be resolved with better control. 
 
(ii) Feet  
 
Due to loss of feeling and poor circulation, the risks of injury, infection, slow healing 
and limb amputation increase; therefore diabetics should be well educated on 
preventive foot care.  The motor nerves typically affected involve the hands, thighs, 
calves and lower legs and often result in muscular weakness and wasting.  Severe 
muscular weakness in the feet results in clawing.  If motor neuropathy in the legs is 
severe, atrophy of muscles and in some cases, paralysis, can occur. 
 
(iii) Autonomic neuropathy 
 
Cardiovascular: Autonomic nerves are less commonly affected, but symptoms such 
as dizziness, postural hypotension and persistent tachycardia (rapid heartbeat) can 
occur, due to interference with the cardiac nerves. 
Diarrhoea: Severe watery diarrhoea (worse at night), with faecal incontinence can 
occur; the symptoms are intermittent, with normal bowel movements in between and 
sometimes even constipation. 
Gastroparesis Diabeticorum: Diminished gastric motility and delayed gastric 
emptying might sometimes occur, but rarely causes symptoms; intermittent vomiting 
may occur. 
Neurogenic bladder: Urinary retention (due to lack of bladder sensation and 
overfilling, resulting infections and discomfort) is a serious and usually late 
complication.  Treatment is by self-catheterisation. 
Autonomic neuropathy could result in erectile impotence, which is permanent and 
irreversible.  The onset is gradual, progressing over months or even years.  There is 
no cure for autonomic impotence. 
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Gustatory sweating: Facial sweating, including the scalp, neck and shoulders, could 
occur when eating tasty foods, notably cheese, and is a common symptom of 
autonomic neuropathy (Nagel, 2002:23). 
 
(d)      Other disorders 
 
- Skin infections, skin lesions and itching may occur as early or late complications, 
and may be associated with neuropathy and vascular degeneration. 
- Diabetics are more prone to fungal infections of the skin, skin folds and nails. 
- Skin rashes, boils and carbuncles can develop. 
- In women, candida infections of the vagina and genitalia, and pruritis vulvae 
(itching) are regarded as a consequence of glycosuria, resulting from 
hyperglycaemia.  The infection might occasionally spread, leading to secondary 
bacterial infection. 
- ‘Shin spots’ or ‘spotted leg’ syndrome is a lesion occurring commonly on the 
lower extremities or forearms of diabetics.  It results from small red papules that 
are slow to heal leaving scar tissue and brown pigmentation on the skin. 
- Necrobiosis Lipoidica is a more serious skin lesion, appearing as light red 
plaques on the shins, arms or chest, which might ulcerate, leaving extensive 
scar tissue, which in some cases might require skin grafts.  It might also require 
months to heal.  Unrelated to microvascular complications, it is less common and 
affects a few diabetics (Nagel, 2002:23). 
 
2.7.2.2  Macro-vascular complications 
 
Macro-vascular complications refer to arterial disease of the large vessels, which are 
the leading cause of death amongst diabetics.  The major cause of morbidity and 
mortality in both type 1 and type 2 diabetes in South Africa is occlusive 
atherosclerosis (Nagel, 2002:24).   
 
(a) Coronary artery disease, myocardial infarction and cerebro-vascular 
disease 
 
Most fatalities result from coronary artery disease, myocardial infarction and cerebro-
vascular disease, e.g. stroke.  According to Krentz (2000:239), the incidence of 
cerebro-vascular disease is increased by a factor of 1,5 – 2 in diabetic patients.  
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Histologically, atheroma of the cerebral circulation is indistinguishable from that 
observed in non-diabetics. 
 
An important role for the central nervous system in the regulation of glucose 
metabolism has long been recognised; Claude Bernard described piqûre diabetes in 
animals – glycosuria following puncture of the floor of the fourth ventricle – in the 19th 
century.  In a manner analogous to the situation in acute myocardial infarction, 
hyperglycaemia after an acute stroke has been postulated to be a response to the 
stress response in some patients not previously recognised as diabetic.  However, 
there is some evidence that hyperglycaemia at presentation with acute stroke is an 
independent marker of adverse clinical outcome, principally mortality within the first 
month.      
 
Factors that might contribute to the development of these complications are thought 
to be: 
• elevated blood lipids – raised LDL-cholesterol, lowered HDL-cholesterol and 
raised triglycerides are important risk factors 
• hypertension 
• extreme inactivity 
• obesity 
• smoking 
• blood glucose levels > 10 mmol/l 
 
Correction of dislipidaemia reduces the incidence of occlusive atherosclerosis and 
should therefore be actively pursued in diabetics. 
 
Macrovascular disease is the result of underlying degenerative processes in the 
larger vessels, such as arteriosclerosis and atherosclerosis. 
Arteriosclerosis: thickening of the walls of arteries, resulting in narrowing of the lumen 
of the artery. 
Atherosclerosis: a form of arteriosclerosis in which atheromas containing cholesterol 
and lipid materials form a plaque within the intima and inner media of arteries 
 
The precise mechanism by which hyperglycaemia leads to vascular complications is 
unknown, although it has been suggested that high glucose levels may be toxic to 
endothelial cells, lining the inner walls of blood vessels.  As a result, structural and 
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functional abnormalities in the endothelial cells occur, which leads to increased 
permeability and influx of substances, including lipids, from the circulation into the 
blood vessel wall, which accelerates atherosclerosis. 
 
Hyperglycaemia also causes overproduction of thrombin, resulting in an increased 
risk of thrombosis.  Acute hyperglycaemia is also directly associated with increased 
adhesion of leucocytes to endothelial cells, one of the first steps in the process of 
atherosclerosis (Nagel, 2002:25, Van der Merwe, et al., 2004: 88-91).  
  
(b)     Peripheral arterial disease 
 
Non-fatal peripheral vascular disorders, particularly of the lower extremities, are a 
frequent occurrence.  Half of all lower limb amputations are performed on diabetics.  
The major cause is poor peripheral circulation combined with neuropathy.  This 
results in ischaemia and necrosis, with symptoms such as numbness or weakness, 
progressing to pain and discomfort at rest, especially at night.  Treatment involves 
improved glycaemic control, no smoking, weight reduction, meticulous foot care and 
regular exercise. 
 
(c)     Diabetic foot 
 
Foot problems are an important cause of morbidity in diabetic persons: 
- DM accounts for up to 5% of non-traumatic leg amputations 
- 1% of diabetic persons have undergone amputations 
- foot problems and amputations are a major component of diabetes health care 
expenditure, thus early and effective treatment is extremely important (Nagel, 
2002:26).  
 
Ulceration in the diabetic foot usually results from a combination of the following: 
- neuropathic damage 
- excessive pressure loading 
- tissue ischaemia; and  
- often with superimposed infection. 
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(i) The neuropathic ulcer 
 
The three components of neuropathy – sensory, motor and autonomic – may all 
contribute to ulceration in the diabetic foot.  Sensory neuropathy predisposes to 
ulceration mainly by reducing the perception of pain, thermal and vibrating stimuli.  
Injury could be inflicted due to loss of pain sensation, but more often by foreign 
bodies inside the shoe, daily repetitive trauma of walking, walking with tightly/bad 
fitting shoes, especially if the posture of the foot is abnormal. 
 
Damage to motor nerves causes weakness and wasting of small muscles in the foot, 
resulting in an imbalance between muscles, clawing of toes, flattening of the arch, 
which lead to excessive pressure loading and callus formation.  Autonomic 
neuropathy damages the sympathetic nerve supply to the lower limbs, resulting in 
reduced sweating, dry skin, which is prone to cracking, which provides entrance for 
bacteria and organisms to cause infection. 
 
Capillary blood supply is disturbed which compromises nutrition and oxygen supply.  
When trauma is inflicted, ulceration could occur.   
 
(ii) Pressure loading and foot pressure abnormalities 
 
Nagel (2002:27) states that experimental techniques, which investigate pressure, 
generated under the sole of the foot during standing and walking, have demonstrated 
that pressure is unevenly distributed across the sole of the neuropathic foot: 
- pressure is concentrated at sites such as the metatarsal heads, the heel and 
areas of callus formation 
- excessive pressure loading on the sole, especially over the metatarsal heads and 
heel, predisposes to the formation of calluses 
- causes of high foot pressures include abnormal foot posture due to neuropathy, 
limited joint mobility and local deformities, including Charcot arthropathy 
(damaged, swollen and deformed joints) 
- ulcers commonly develop at the tips of toes and on plantar surfaces of the 
metatarsal heads, and are often preceded by callus formation. 
If the callus is not removed, haemorrhage and tissue necrosis occurs below the 
callus, leading to ulceration. Removal of calluses redistributes pressure and 
presumably reduces the risk of ulceration. 
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(iii) Ischaemic ulcers 
 
Tissue ischaemia contributes to the formation of many diabetic foot ulcers, as well as 
causing severe gangrene.  Major arterial occlusions and defects in the 
microcirculation probably contribute to the development of ulceration and the failure 
of existing ulcers to heal, as low tissue oxygen concentrations are associated with 
poor ulcer healing.  Atherosclerotic peripheral disease is well recognised in diabetics, 
and many studies have found that absence of foot pulses was over 50% more 
common in diabetic men and women than in the general population. 
 
Peripheral vascular disease plays an important role in the pathogenesis of foot 
ulceration, severe enough to lead to amputation.  However, it is rarely the only cause 
of ulceration, but acts in combination with neuropathy, minor trauma and infection, 
which leads to increased demands for oxygen and nutrition that compromised 
circulation cannot meet.  Occlusive disease of major arteries may exacerbate pre-
existing micro-vascular abnormalities and impaired peripheral circulation (Nagel, 
2002:28). 
 
(iv) Infection in diabetic foot ulcers 
 
Ulcers can be infected with staphylococci, streptococci and other bacteria, which 
quickly results in cellulitis, abscess formation and osteomyelitis (bone destruction), 
sepsis and eventually gangrene. Neglected injuries and poor circulation increase the 
risk of amputations. 
 
(v) Classification of diabetic foot lesions 
 
Grade 0 
This is the foot at high risk for ulceration (see Box 2.1).  It is important for the patient 
to attend regular follow-up visits to health care providers, get podiatric care and 
education to prevent ulceration. 
Grade 1 
Superficial ulcers are present with no clinical features of infection.  Ulcers are 
predominantly of neuropathic origin and often tend to occur at sites of high pressure 
loading.  Callus is usually present.  If thick, it may hide an ulcer cavity. 
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Grade 2 
This signifies a deep penetrating ulcer, often with soft tissue infection, but lacking 
osteomyelitis or deep abscess formation.  Several species of bacteria and gas-
forming organisms may be present. 
Grade 3 
These are deep ulcers that often penetrate to the bone and are associated with deep 
infection, either osteomyelitis or abscess formation. 
Grade 4 
These are predominantly ischaemic lesions resulting in gangrene, localised to a 
specific part of the foot.  Neuropathy is often present – suggested by the presence of 
gangrene without severe pain.  Superinfection might develop in the affected tissue. 
Grade 5 
This denotes gangrene of the entire foot.  Major arterial occlusion is primarily 
responsible, but neuropathy and infection might also contribute. 
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BOX 2.1 CHARACTERISTICS OF DIABETIC PATIENTS AT HIGH RISK OF  
                        DEVELOPING FOOT ULCERATION.   
(Nagel, 2002:30) 
 
Peripheral neuropathy present 
Presence of peripheral vascular disease 
Previous foot ulcers 
Foot deformity, e.g. claw toes, Charcot arthropathy 
Presence of callus 
Blind or partially sighted 
Nephropathy; especially chronic renal failure 
Elderly; especially if living alone 
Unable to reach feet unaided 
Poor understanding of diabetes 
Inability to feel * Semmes-Weinstein nylon mono-filament 
 
 These are filaments provided in a range of diameters.  The filament is pushed perpendicularly against 
the skin on the sole of the foot (avoiding areas of a callus) until it buckles.  Patients who cannot feel a 
5,07 filament applied in this way have a substantially higher risk of developing ulceration of the foot. 
 
 
 
2.8 MANAGEMENT OF DIABETES MELLITUS 
 
The treatment of the patient with Diabetes Mellitus depends on more than 
medication.  It is a complex condition and requires the participation of the diabetes 
team to attain treatment goals.  These goals must be realistic for the individual 
patients, yet must follow minimum accepted standards of practice.   
 
Ideally, there should be a diabetes team, which includes the patient and their family, 
the doctor experienced in diabetes care, diabetes educator (usually a nurse 
specialist), podiatrist and dietician.  The care team must be available and accessible 
to the patient at all times to ensure an environment of security and trust.  By 
improving the patient’s knowledge and quality of life through appropriate intervention, 
he is empowered to control the condition and ultimately his own wellbeing (Van der 
Merwe, et al., 2004:57).   
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The effective management of DM is complex and has many different role players as 
well as different important points to be considered.  The following issues will 
therefore be described: management goals, principles in DM management, 
medication, meal planning and exercise.  Patient education will also be discussed, as 
it is extremely important in this regard. 
 
It is therefore important to teach the patient self-care practices in order for him to take 
care of himself and to cope with DM. 
 
2.8.1 Management goals: 
 
According to a SEMDSA Consensus Document  (1997:500) and the National 
Guidelines for the management of diabetes at primary level (Department of Health, 
2004:1), the health care system should make appropriate care available to every 
individual with diabetes in order to: 
• provide relief of symptoms 
• prevent acute metabolic and long-term complications with reduction of premature 
morbidity and mortality 
• promote education and self care 
• control associated disorders 
• promote regular clinic attendance 
• improve quality of life and productivity 
• reduce economic costs to the individual, family and community. 
 
2.8.1.1  Therapeutic strategies 
 
The SEMDSA Consensus Document (1997:501), as well as the National Guidelines 
for the management of diabetes at primary level (Department of Health, 2004:1), 
state that if the patient has type 2 diabetes and is well, treatment can be started at a 
primary care level.  The algorithm for the management of diabetes type 2 at primary 
health care level can be seen in Annexure O. 
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2.8.1.2  Targets at primary health care level 
 
According to the national programme/guidelines for control and management of 
diabetes type 2 at primary level (Department of Health, 2004:1, 2), the targets at this 
health care level should include the following: 
• education of health care professionals, their patients and families 
• making the diagnosis 
• prevention, detection and management of complications 
• ensuring the permanent availability of insulin, syringes, oral anti-diabetic agents 
and other drugs 
• applying the principles of nutrition, physical activity and weight control 
• maintaining good patient records 
• self-monitoring of glycaemic control using blood glucose strips or if unavailable, at 
least urine glucose strips 
• planning of pregnancies 
• appropriate referral to higher level of care 
• regular assessment of effectiveness of services for diabetic patients. 
 
2.8.1.3  Biochemical and anthropometric targets for control 
 
The biochemical and anthropometric targets for control are indicated in Table 2.6. 
 
TABLE 2.6    BIOCHEMICAL AND ANTHROPOMETRIC TARGETS FOR  
  CONTROL 
(SEMDSA Consensus Document, 1997:500, National programme/ 
guidelines for control and management of diabetes type 2 at primary 
level.  Department of Health, 2004:4). 
 
PARAMETERS OPTIMAL * ACCEPTABLE COMPROMISED 
Urine glucose 
 
Negative <0,5%   
(+) 
≥0,5% > (+) 
(++) 
Blood glucose 
(mmol/l) 
Fasting 
Post prandial 
(CAPILLARY BLOOD 
  
4 – 6 
5,0 – 8,0 
SAMPLES i.e. FINGER 
 
 
6 – 8 
8,0 – 10,0 
PRICK) 
 
> 8 
> 10,0 
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PARAMETERS OPTIMAL * ACCEPTABLE COMPROMISED 
Body Mass Index 
(kg/m²) 
Male & Female  
18,5 – 24,9 
Male & Female  
5% weight reduction 
Less than 5% 
weight reduction 
Blood pressure 
(mmHg) 
< 130/80 ≥ 140/90   -    
< 160/95   
> 160/95 
HbA1c 
(Glycated 
haemoglobin) 
Normal 
< 7 
7 – 8 > 8 
Total cholesterol 
(mmol/l) 
< 5 5 ≥ 6 
HDL–cholesterol 
(mmol/l) 
> 1,2 
< 3 
  
Fasting 
triglycerides 
(mmol/l) 
< 1,5 ≥ 1,7  
< 2,2 
≥ 2,2 
 
* This is the ideal and may be difficult or impossible to achieve in certain 
patients. 
 
2.8.1.4  Self-monitoring of glucose 
 
Self-monitoring of glucose is essential to improve the safety and quality of treatment.   
This is also part of the self-care practices, on which the diabetic patient should be 
educated.  Methods and frequency of self-monitoring depend on the targets and 
mode of treatment.  Urine and/or blood tests and other measures should be 
recorded. 
 
(a) Urine glucose self-monitoring 
 
The basis for urine glucose measurements is the fact that glycosuria is roughly 
correlated with hyperglycaemia.  Urine testing is painless, less expensive and easier 
to teach than blood glucose measurements.  The aim generally is to keep the urine 
glucose free.  It is suitable: 
• for patients with stable metabolic control; 
• on diet or diet-and-oral hypoglycaemic agents; 
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• when limited resources of health care facilities preclude the dispensing of blood 
glucose test strips; or 
• if the patient’s social situation, medical condition or motivation would discourage 
efforts at achieving near normoglycaemia. 
 
However, urine glucose testing has certain drawbacks: 
• it does not give warning of impending hypoglycaemia; 
• it is not useful in certain situations such as when the renal threshold is elevated 
(as in the elderly) or low (as in pregnancy); 
• it reflects an average level of blood glucose during the interval since the last 
voiding and not the level at the time of the test. 
 
Urine ketone determinants remain an important part of the monitoring of diabetic 
control.  Urine must be tested for ketones during acute illness or stress, when blood 
glucose levels are consistently elevated, during pregnancy, or when any symptoms 
of keto-acidosis (e.g. nausea, vomiting, abdominal pain) are present (SEMDSA 
Consensus Document, 1997:500, Department of Health, 2004:3). 
 
(b) Blood glucose self-monitoring 
 
Blood glucose self-monitoring (BGSM) is a means of achieving a goal rather than a 
goal in itself.  When properly performed, it permits people with diabetes to determine 
their blood glucose levels.  However, the value of BGSM is limited unless it is used 
as part of an integrated education and treatment programme.  The goals of treatment 
and the reason for performing BGSM must be clearly defined.   
 
The indications and frequency for monitoring will vary considerably depending on the 
clinical situation of each patient and the purpose for which BGSM is being used.  In 
the majority of patients with type 2 diabetes, they will still be able to secrete 
substantial amounts of insulin. It may be used to assess temporal patterns (e.g. does 
glucose concentration rise/fall during the day versus during the night?) so that 
pharmacological treatment can be appropriately increased or decreased.  Blood 
glucose testing is preferable to urine testing for metabolic control.  It is desirable for 
certain patients on oral hypoglycaemic agents and is strongly recommended for all 
patients on insulin. 
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People with diabetes (or their designated care providers such as relatives) must be 
capable of learning the proper use of BGSM and be instructed by trained health care 
workers.  They should use the data to: 
• self-adjust diet, exercise or pharmacological therapy; 
• identify and properly treat hyper- and hypoglycaemia; and 
• improve decision-making and problem-solving. 
 
The effective use of BGSM in appropriate patients encourages them to assume a 
greater responsibility for control, thereby improving confidence and self-
management.  Self-monitoring techniques should be checked once or twice per year 
by the health team.  Quality control of tests is essential, particularly if the results are 
inconsistent with glycated haemoglobin/glycohaemoglobin (Hb1Ac) or a clinical state 
(SEMDSA Consensus Document, 1997:501). 
 
Glycohaemoglobin (HbA1c) is a test that reflects the average blood glucose control 
for about 6 - 8 weeks before the test (Krentz, 2000:71, 72).  
 
2.8.2 Principles in the management of Diabetes Mellitus: 
 
The successful management of DM is based on the following principles (see Diagram 
2.2): 
- Medication 
- Meal planning 
- Exercise 
 
The person with diabetes is ultimately responsible for the control of the 
condition, and should therefore be empowered and motivated to do just that.  
Therefore, information to empower and assist the diabetic patient with self-
care practices should be strongly promoted. 
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Diagram 2.2 Principles in the management of Diabetes Mellitus.  
(Nagel, 2002:32, and emphasised by researcher with 
concepts of Dever’s Epidemiological Model (Clark, 
1992:118)). 
 
2.8.3  Medication: 
 
2.8.3.1  Type 1 diabetics 
 
All type 1 diabetics require insulin treatment, as the disease cannot be controlled on 
diet and exercise, or oral hypoglycaemic drugs alone.  The insulin needs of these 
patients are to be replaced exogenously, with a regimen that approaches their 
endogenous insulin profile as nearly as possible (Nagel, 2002:38).  There is a slow 
basal secretion of insulin throughout the 24 hours and an increased secretion in 
response to meals.  The basal insulin secretion serves to suppress hepatic glucose 
output whilst bolus, post-prandial insulin stimulates glucose uptake in the periphery 
(Van der Merwe, et al., 2004:51). 
 
To achieve this profile, they need more than one injection daily, and different 
regimens exist from which a suitable one can be chosen, according to the patient’s 
lifestyle and normal day-to-day activities.  Insulin therapy is usually initiated with a 
dose of 0,6 iu/kg/day and is then split into the regimen decided for the patient.   
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The aim of therapy is to maintain: 
- fasting blood sugar below 8 mmol/l; and 
- 2 hour postprandial (after meals) levels should be less than 10 mmol/l. 
 
The patient should maintain a normal, fit, lifestyle free of hypoglycaemic attacks.  A 
suitable regimen should be chosen, taking into consideration the patient’s individual 
lifestyle, activities, occupation, need for tight control, and suchlike.  
 
2.8.3.2 Type 2 diabetics 
 
(a) Oral medication 
 
Step 1 
These patients will be started on an exercise and diet programme.  It is given a few 
months to see results. 
 
Step 2 
Should the results be inadequate, the patient should be started on an oral 
hypoglycaemic drug, if no contraindications for the use of such drugs are present.  
Currently, the textbook drug of choice for an obese diabetic is a biguanide, and for 
non-obese patients, an insulin secretagogue (stimulates insulin release from the 
pancreas).  Therapy is initiated with a low dose, which gradually increases if 
necessary, until good results or maximum dose is achieved. 
 
Step 3 
If control is not achieved, combination therapy with two synergistic drugs is 
considered, e.g. an insulin secretagogue combined with a biguanide. 
 
 
(b) Insulin therapy 
 
Step 4 
If control is not achieved with maximum doses of combination therapy, oral therapy 
needs to be stopped and insulin therapy is initiated: starting dose for insulin is 0,2 
iu/kg/day. 
 
The regimen of choice is to begin with an intermediate acting insulin half an hour 
before supper. The dose of insulin is gradually increased until control is achieved.  
 
 
78 
 
Should the dose exceed 36 units, then it is recommended to split the dose into two 
injections per day.  If a more tight control is required, biphasic insulin could be 
given instead, ⅔ of the dose half an hour before breakfast, ⅓ of the dose half an hour 
before supper. 
 
A combination therapy of insulin and insulin secretagogues or biguanides, is used in 
certain patients, and is reserved for patients requiring excessive doses of insulin, as 
this allows a reduction in the insulin dosage of approximately 20%.   
 
The aim of the therapy is: 
- maintenance of blood glucose as for type 1 diabetics; 
- control of blood glucose, lipids and blood pressure to prevent development of 
macrovascular complications; 
- monitoring, as for type 1 diabetics (Nagel, 2002:41). 
 
2.8.4 Meal planning: 
 
Many people still refer to the “diet” followed by people with diabetes as the “diabetic 
diet” despite the fact that this diet is simply a healthy eating plan.  Type 1 diabetics 
on average do not require a kilojoule-restricted diet, and must always carry an easily 
absorbed form of carbohydrate with them, for use in a hypoglycaemic (“hypo”) 
situation.  Snacks might be necessary between meals.  Type 2 diabetics might need 
to lose weight with an energy restricted healthy eating plan. 
 
2.8.4.1  Glycaemic Index 
The Glycaemic Index (GI) of foods is a rating of foods according to their actual 
effect on blood glucose and blood insulin levels.  The GI rating of a food is compared 
to a reference food, usually glucose.  Glucose is arbitrarily assigned a numerical 
value of 100, and is absorbed almost immediately giving a sharp, quick rise in blood 
glucose levels. 
 
All other carbohydrate foods are compared to this as the standard.  Thus, the GI is a 
measure, on a scale from 0 to 100, of how fast a carbohydrate containing food is 
digested and absorbed (Delport & Steenkamp, 2000b:5).  People with diabetes no 
longer need to avoid sugar, provided they use it correctly – up to 10g (2 teaspoons) 
of sugar, as part of a mixed meal has no real impact on blood sugar levels.  The GI 
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provides a more user-friendly and revolutionary tool when planning meals suitable for 
people with diabetes. 
 
A true low GI food releases glucose slowly and steadily into the bloodstream and 
does not overstimulate the pancreas to produce too much insulin.  A high GI food, on 
the other hand, causes a sudden, large increase in the blood glucose, leading to 
hyperglycaemia in people with diabetes (The Glycaemic Index – don’t say sugar-free, 
say low fat, low GI, 1998:26).   
 
A simple explanation of the different food groups and required portions per group is 
essential when educating the diabetic patient.  The food pyramid or the plate model 
is simple, handy guides to use when teaching the patient to eat healthy, balanced 
meals.   
 
The plate model: plate of food is to be divided as follows: 
Potatoes/rice/bread/pasta   2/5 
Vegetables/fruit    2/5 
Meat/fish/chicken    1/5 
Portions allocated per day: 
Carbohydrates/starch    6 – 11 
Vegetables     3 – 5 
Fruit      2 – 4 
Milk and dairy     2 
Protein/meat     2 – 3 
Fat      use sparingly 
 
2.8.4.2  General guidelines 
 
- Eat three regular meals per day, which should be evenly sized, evenly spaced 
and eaten at about the same time each day.  Eat snacks between meals if 
advised by a dietician. 
- Choose complex starches (brown/ wholewheat) over refined starches. 
- Eat high fibre starches with each meal. 
- Hard breads such as seed loaf, pumpernickel and whole rye breads have a lower 
GI. 
- When cooked starch cools down, a more resistant starch develops and therefore 
cold mealie pap and cold potato salad have a lower GI than when hot. 
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- Cooking and processing can alter the structure of food and make it easier for the 
body to absorb e.g. cooked apple and oats porridge have a higher GI than a raw 
apple or uncooked oats.  Refined products like flour and cereals make the 
carbohydrate easier to absorb and therefore cause a higher blood sugar 
response. 
- Oatbran can be used to lower the GI of most baked products. One-third to half of 
the high GI flour can be substituted with oatbran.  Adding a grated fresh apple to 
the batter also helps to lower the GI of the cake, rusk, muffin or biscuit. 
- Combine small amounts of high GI foods with low GI foods to lower the GI of the 
meal.  A mixed meal containing a small amount of fat and protein helps to 
maintain a slow, steady supply of blood glucose.  Adding protein and a little fat to 
carbohydrates ensures better blood glucose control e.g. a low GI muffin with a 
little grated cheese. 
- Limit the intake of sugar 
- Limit the intake of saturated (animal) fats e.g. butter, lard.  Rather eat poly-
unsaturated (sunflower oils) or mono-saturated (olive oil, canola oil) fats. 
- Choose low fat or fat free/skimmed dairy products. 
- Choose lean cuts of meat. 
- Have moderate helpings of meat, fish, eggs and cheese. 
- Eat at least five servings of fresh fruit and vegetables per day.  Broccoli contains 
sulforaphane, which could help counter processes linked to the development of 
vascular disease in diabetes, according to Professor Paul Thornally, of the 
University of Warwick ( IDF, 2007d). 
- One fruit portion equals the size of a tennis ball – cut bigger fruits in half. 
- Avoid eating overripe fruits, e.g. bananas with black patches on skin have a 
higher sugar content. 
- Choose non-nutritive sweeteners (saccharine, cyclamates, acesulfame K, and 
aspartame).  Maximum daily intake: 8 – 10 tablets or two cans of diet drinks. 
- Limit intake of special diabetic foods, because they are expensive and high in fat 
content. 
- Discuss alcohol consumption with a dietician; keep alcohol consumption to a 
minimum.  Choose spirits and dry wines over beer and sweeter drinks. 
- Drink alcohol with meals only. 
- Use salt and salty foods sparingly, rather replace with herbs and other spices. 
- Limit intake of fried foods, rather steam, boil, grill or cook.   
- Snacks should be calculated as part of a daily food allowance. 
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- Read food labels – if sugar/fat is listed under the first 3 items, avoid it due to a 
high content of sugar or fat (Nagel, 2002:33-35, Valentine, et al., 1998:118-120). 
 
2.8.5 Exercise: 
 
Exercise is a positive and enjoyable aspect of lifestyle intervention and has been 
shown in intervention trials to impact significantly on diabetes risk.  Exercise or 
increased physical activity improves blood glucose control at various levels.  It 
potentiates the action of insulin, resulting in lower insulin requirements and improved 
insulin sensitivity.  With increased energy expenditure, weight reduction is improved, 
with preservation of lean body mass. 
 
Cardiovascular fitness improves the risk of the patient with diabetes on several levels 
i.e. improved lipid profiles, improved blood pressure control and cardiovascular 
conditioning.  Both type 1 and type 2 diabetics benefit from exercise.  In type 1 
diabetes, insulin requirements can be lowered by increasing insulin sensitivity.  In 
type 2 diabetes where insulin resistance plays such a pivotal role, improved insulin 
sensitivity with exercise results in long-term glycaemic control, as fasting and 
postprandial levels are better maintained to target levels (Van der Merwe, et al., 
2004: 72, 73).  
 
2.8.5.1  Guidelines for the patient 
 
According to Nagel (2002:35), the following are guidelines for the diabetic patient 
who is going to introduce exercise to his style of healthy living: 
- Start an exercise routine by exercising for 30 minutes, 3 - 4 times per week 
- Gradually increase the sessions to 45 minutes, 3 - 4 times per week 
- A combination of cardiovascular and aerobic exercise (swimming, walking, 
cycling) and light resistance exercise (weight training) is recommended.  People 
with diabetes can have problems with circulation in their legs and feet.  Daily 
exercise and stopping smoking will help improve and prevent complications from 
occurring. 
- Some of the following forms of exercise could be tried: 
• Walking up the stairs instead of using the elevator or lift 
• Parking of car a distance from the destination and walking there 
• Walk about while waiting for something or someone 
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• Play actively with children and grandchildren 
• Take dogs for a walk 
• Commence gardening 
- Always keep the following in mind, when starting an exercise routine: 
• Choose something that is enjoyed 
• Start gradually, but exercise regularly 
• Include a warm-up and a cooling down period before and after each exercise 
session 
• Wear comfortable clothing and footwear 
• Carry some glucose sweets at all times 
• When playing contact sport, e.g. rugby or karate, give the glucose sweets to a 
coach to keep 
• Test blood glucose before and after exercising 
• Always have a snack before and after exercising, as hypoglycaemia can develop 
up to 24 hours after the exercise session 
 
If the blood glucose reading is below 4 mmol/l before exercising: 
• Be more alert for symptoms of hypoglycaemia 
• Exercise must actually be avoided, as it may lead to a sharp drop in blood 
glucose levels due to increase in glucose metabolism 
• Eat something prior to exercise to elevate blood glucose levels 
 
If the blood glucose is above 14 mmol/l before exercising: 
• Check for ketones, if there – not to exercise at all 
• Exercise to be avoided, as this could lead to an increased output of insulin 
antagonists and these increase blood glucose even further 
• Exercise should therefore only be undertaken with blood glucose values < 12 
mmol/l, and in the absence of ketones 
 
2.8.6 Foot care: 
 
Foot care is especially important for a patient with diabetes, as damage to the nerve 
endings may cause numbness, or pins and needles in the legs and feet.  Due to loss 
of sensation, a diabetic person may walk on sharp objects, such as a thorn or a nail 
without feeling any pain.  As there is poor circulation in this part of the body, there is 
a higher risk of infection and slow healing. 
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2.8.6.1  Patient education 
 
Nagel (2002:40) states that the following education could be given to people suffering 
from DM: 
- protect the feet by wearing comfortable shoes that fit properly; 
- avoid wearing open toe sandals or sandals with thongs between the toes; 
- inspect the inside of the shoes daily for rough areas, nail points or any foreign 
objects; 
- do not wear shoes without stockings or socks; change socks and stockings daily; 
- do not walk around barefoot; 
- do not sit too close to an open fire or a heater; 
- do not expose the feet to hot water bottles; and 
- do not walk on hot surfaces. 
 
2.8.6.2  Daily foot care 
 
- Inspect feet daily for blisters, cuts and scratches – if difficult, use a mirror to 
check soles of feet, or ask a friend or relative 
- Always check between the toes 
- Do not cut corns or calluses 
- Do not use corn plasters or strong antiseptic lotions 
- File nails instead of cutting 
- Do not use sharp instruments, and avoid bathroom surgery 
- Report the following: hard skin, corns, breaks in the skin, infections, colour 
changes and ulcers 
- Wash feet daily and dry carefully between the toes – avoid extremes of 
temperatures, wash feet in lukewarm water 
- Keep feet clean and dry. If the skin is very dry, use neutral creams (aqueous 
cream), if humid, use talcum 
- Attend regular check-ups annually to detect foot problems at an early stage 
- Stop smoking as smoking damages blood vessels and reduces the amount of 
oxygen that reaches the tissues: 95% of people with diabetes who need 
amputations are smokers! 
- Foot problems, hospitalisation because of infections and vascular problems are 
preventable (Nagel, 2002:42, 43). 
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2.8.7 Life style modification, patient education and self-care practices: 
 
Diabetes is a chronic disorder characterised by both acute (hyperglycaemia and 
hypoglycaemia) and long-term complications.  The acute complications can be 
prevented or attenuated by the patients’ alertness to the warning signs that problems 
are developing, institution of self-care and self-referral.  The same applies to certain 
of the chronic complications e.g. foot injury or infection. 
 
According to the SEMDSA Consensus Document (1997:502), the National 
Guidelines for the management of diabetes at primary level (Department of Health, 
2004:1) and DESSA (The Diabetes Education Society of South Africa) diabetes is a 
self-managed condition, and as such, it is fundamental for patients to acquire the 
relevant knowledge, skills and attitudes needed for successful diabetes 
management. 
 
Diabetes education includes self-care education focusing on improving the patient’s 
problem-solving ability, as well as education of the family and the community.  
Diabetes educators should include all health professionals, lay health workers, 
traditional and complementary healers.  They must receive suitable education in 
diabetes care, as well as in education and counselling theory and practice.  Patient 
education is an interactive, problem-solving process, which combines education and 
counselling skills to empower the patient to accept the practice of self-management 
on a daily basis (www.semdsa.org.za/dessa/index.htm). 
 
Self-care practice principles in diabetic management can be applied by using 
Dorothea Orem’s self-care model (Stanhope & Lancaster, 1992:137).  Orem’s model 
is based on the premise that human beings engage in self-care activities that serve 
to maintain a state of wellbeing.  According to Orem (Clark, 2003:952), self-care 
takes place in two phases.  The first phase involves decisions about self-care that 
necessitate an awareness of the problem and the various factors involved, as well as 
knowledge of alternative solutions and their consequences. 
 
The second phase of self-care consists of actions taken to promote wellbeing.  The 
action phase requires knowledge sufficient to carry out the action, motivation, 
commitment to the goal of action, and the ability and sufficient energy to carry out the 
action itself. 
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Self-care actions can be divided into three categories: 
- universal self-care (activities designed to meet the needs of everyday life),  
- developmental self-care (activities designed to foster achievement of 
developmental tasks),  and  
- health deviation self-care (required to combat illness or injury).  
  
Health deviation self-care can occur in several forms including: 
- adjusting ways to meeting universal needs; 
- establishing new self-care techniques; 
- modifying self image; 
- revising the daily routine; 
- developing a new lifestyle consistent with the deviation; and 
- coping with the effects of the deviation or its diagnosis and treatment. 
 
Nursing intervention is indicated whenever the patient experiences impairment of the 
ability to engage in either universal or health deviation self-care (Clark, 2003:952).  
The management of DM commences with early identification and diagnosis.  The 
patient and his caregivers or family should be counselled and be educated regarding 
the disease itself, the pathophysiology and possible complications. 
 
This would be the first phase where decisions about self-care could be made 
because an awareness of the problem and the various factors involved, as well as 
knowledge of alternative solutions and their consequences could be highlighted to 
the patient and his family. 
 
The second phase is the active phase of self-care and consists of actions taken to 
promote wellbeing.  During this phase, the nurse should provide knowledge sufficient 
to carry out the actions, which have been planned in co-operation with the patient 
and his family.  The nurse should further constantly be motivating and assisting the 
patient to stay committed to the goal of action. 
 
Furthermore, with assessment of the patient and his environment as well as support 
systems such as his family, the nurse should ensure that the patient has the ability 
and sufficient energy to carry out the action. 
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Health deviation self-care to combat DM, to be educated to the diabetic patient would 
include the following: 
- modifying self image and the re-assurance that DM can be managed effectively 
although it is a chronic disorder; 
- revising his daily routine as well as developing a new lifestyle consistent with the 
deviation (DM) pertaining to meal planning and exercise, as described in 2.8.4 
and 2.8.5 above; 
- establishing new self-care techniques, such as monitoring glucose readings, foot 
care (in 2.8.6) and compliance with correct administration of medication, as 
discussed earlier in this chapter; 
- coping with the effects of the deviation (DM) or its diagnosis and treatment by 
belonging to a support group and with the continued assistance from the nurse 
and other role players such as the doctor and dietician; and 
- adjusting ways to meeting universal needs such as the need for both solitude and 
social interaction which could only happen when the patient is comfortable within 
himself and with his condition. 
 
When the patient, his family as well as the community are empowered, changes in 
lifestyle will be meaningful and will be adhered to.   
 
2.9 SUMMARY OF CHAPTER 
 
In this chapter, emphasis has been given to the disease DM, specifically the 
diagnosis, classification, pathophysiology, clinical features, complications and the 
prevention of these complications.  The management of DM has been discussed with 
specific reference to medication, meal planning, exercise, foot care, lifestyle 
modification and self-care practices.  Patient education has also been mentioned. 
 
However, patient education, the role and functions of the registered nurse and the lay 
health worker pertaining to the management of DM as well as the influence of culture 
on disease and adult learning processes will be discussed more fully in the following 
chapter. 
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CHAPTER 3  
 
THE MANAGEMENT OF DIABETES MELLITUS 
 
3.1 INTRODUCTION 
 
In the previous chapter, which formed the first part of the literature review, the 
disease Diabetes Mellitus, as a whole, was described and will form the grounding of 
the knowledge level questions in the three questionnaires to be completed by the 
participants.  In this chapter, the following will be discussed:  
- an exploration of the role and functions of the registered nurse and the lay health 
worker (LHW) regarding the management of the diabetic patient at health care 
clinics in this region, with specific emphasis on patient education; 
- the influence of culture on disease;  
- the concept ‘management’ ’ in an organisational structure of health care clinics; 
as well as 
- adult learning and education processes with the emphasis on the education of the 
diabetic patient in a rural health care setting. 
 
The information obtained from the literature regarding the above-mentioned topics 
will inter alia form the basis for the rest of the questions in the mentioned 
questionnaires and the semi-structured interviews. The information obtained from the 
literature will furthermore assist with the framework for the management of patients 
with DM at health care clinics in the Cacadu region, to be designed in phase 2 of this 
study. 
 
3.2 THE ROLE AND FUNCTIONS OF THE REGISTERED NURSE AND THE 
LAY HEALTH WORKER PERTAINING TO THE MANAGEMENT OF 
DIABETIC PATIENTS AT HEALTH CARE CLINICS  
 
In the following discussion, the emphasis will be placed on the registered nurse and 
the LHW as the primary health care givers to diabetic patients in the rural setting, 
where this study is to be undertaken.  The rights and responsibilities of the patient, 
especially the diabetic patient will be explored.  
 
Nurses working in the rural community are actively involved in efforts to control the 
effects of chronic health problems for both individuals and their families, as well as 
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for the population at large.  They identify factors that place individuals or communities 
at risk for problems related to chronic conditions and they also take action to modify 
those factors. 
 
Additionally, they might identify persons with existing chronic conditions and assist 
them in dealing with consequent problems.  The community health nurse working in 
these rural settings should also function as a role model, displaying appropriate 
health behaviours that prevent or control chronic conditions. Examples relevant to 
DM are obesity and the eating of fast foods (Clark, 1992:811).  
 
Community health nurses and lay health workers working in the clinic settings can 
become actively involved to promote access to health promotive services or to 
control the risk factors for chronic health problems.   
 
3.2.1 Registered nurses: 
 
Registered nurses working in the community should ideally be educated in 
Community Nursing Science and, if working in the rural areas, also have completed 
the course in Primary Health Care.  In reality, however, it is found that only 20% of 
nurses working in the Kouga and Koukamma regions of the Cacadu District 
Municipality were appropriately trained, and there is currently a shortage of 56% in 
this Local Service Area (LSA) (Strydom, 2008).   
 
A qualification in Community Nursing Science means that the registered nurse has 
undergone training in comprehensive care aimed at service delivery in the 
community (SANC, 2007a).  It comprises primary, secondary and tertiary disease 
prevention, health promotion by health education and personal and public hygiene, 
as well as readily available primary curative health and social care of the entire 
community (Vlok, 2000:162). 
 
 The community health nurse is therefore a specialised health care worker 
concentrating on dispensing health care outside the hospital and, as such comes into 
direct contact with the ‘patient-in-his-environment’, be it the family, in a clinic, or in 
the patient’s place of work (Vlok, 2000:162).  There are different categories of health 
care in which this registered nurse could function, inter alia, the community (clinics 
and home visits), the schools (crèches, pre-primary, primary and secondary), and 
also at work (occupational health).   
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A further qualification that the community health nurse can obtain is a Diploma in 
Clinical Nursing Science, Health Assessment, Treatment and Care, also known as 
Primary Health Care (SANC, 2007b).  Primary Health Care in a comprehensive 
community health programme is non-hospital health care.  The primary health care 
worker, who can be a doctor or a nurse (in rural areas where a doctor or a hospital is 
further than 50 km away), is the first person approached for help by an individual with 
a health problem. 
 
 Primary health care is, therefore, “first contact care’ and constitutes an individual’s 
point of entry into a comprehensive health care system.  Primary health care workers 
should be able to work independently and without medical assistance; therefore, 
diagnosing skills are very important (Vlok, 2000:170, Strydom, 2005). 
 
 The registered nurses working in the research area are actually functioning as 
primary health care workers because the area is classified as rural (Strydom, 2005).   
 
According to Clark (2003:678), a nurse working in the rural setting has different 
demands made upon than her counterpart working in an urban setting.  The rural 
community nurse is a nurse generalist rather than a nurse specialist.  The nurse 
generalist possesses a broad base of knowledge and skills rather than in-depth 
knowledge in a specialised field. 
 
Being a generalist requires an ability to be flexible and innovative and to possess 
broad-based assessment skills (Clark, 2003:678).  Rural nursing is interdisciplinary 
with the community health nurse working closely with other members of the health 
care team such as doctors, pharmacists and others who strive to bring 
comprehensive health care to rural families. 
 
Because of the scarcity of other health care providers, the nurse often moves into 
other roles as and when needed to provide care for clients/patients.  The need to rely 
frequently on non-professional persons to provide care, such as family members, 
LHWs, emergency staff (paramedics and ambulance officers), ministers of religion, 
traditional healers, as well as members of voluntary organisations, requires strong 
leadership and management skills on the part of the rural community nurse.   
 
Rural community nursing also frequently involves working within tight financial 
constraints and with fewer resources than may be found in urban settings.  These 
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factors require innovative care strategies on the part of the nurse.  It is important to 
remember that rural settings can cover large territories where distance and 
communication are major influencing factors in the delivery of health care. 
 
Factors related to travel time and difficulty in finding a replacement while away from 
the job, can limit the ability of rural community nurses to attend continuing education 
programmes or to pursue advanced education (Clark, 2003:680).  
 
Preventing illness presents a challenge to the rural community nurse.  Both the 
young and aged are in need of specialised immunisation efforts.  AIDS and other 
sexually transmitted disease, tuberculosis, and childhood communicable disorders 
are cited as some of the current international concerns for illness prevention.  Health-
promotion programmes are severely lacking in many rural areas. 
 
Nursing management of chronic health problems, such as high-risk diabetes, 
alcoholism, cancer and cardiovascular disease is an important facet of rural nursing.  
Risk factors such as high-fat and high-carbohydrate diets, obesity and smoking, 
remain prevalent among rural people (Clark, 2003:681).   
 
As discussed in the previous chapter, the SEMDSA consensus document (1997:500) 
and the National Programme (National Guidelines) for control and management of 
diabetes, type 2, at primary level (2004:1) state the targets at primary health care 
level. (See Annexure O).  These targets should be achieved by the registered nurse 
staffing the clinic.  The targets mentioned in the following paragraph form the basis of 
the duties, tasks and responsibilities of the registered nurse working in the clinic and 
are overseen by the clinic supervisor. 
 
Targets include the education of health care professionals, their patients and 
families, making the diagnosis of DM, the prevention, detection and management of 
complications.  In addition, it is also necessary to ensure the permanent availability of 
insulin, syringes, oral anti-diabetic agents and other drugs, as well as patient 
education.  Patient education should emphasise the self-care practices such as good 
nutrition, weight control and regular physical activity. 
 
Compliance regarding glucose monitoring and the administration of medication are 
important pillars in the management of DM.  Self-care practices were described in the 
previous chapter. 
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Taking all the above-mentioned facts into consideration, it becomes clear that the 
role of the nurse working in the rural clinic settings is comprehensive and very 
demanding.  It definitely takes a special person to provide efficient health care to the 
community that she serves, not mentioning the expert skills and knowledge of all the 
different disorders she is facing on any specific day. 
 
It is almost impossible to expect that a nurse working in this setting, under these 
circumstances, will also be an excellent diabetes nurse educator. 
 
3.2.2 The diabetes nurse educator: 
 
There is a new category of nurse emerging in the field of diabetes.  They have taken 
up the challenge that diabetes need not be a disease.  It is a chronic condition that 
needs a companion walking alongside the person with diabetes, sharing the highs 
and lows, encouraging healthy lifestyle choices.  This new professional, the diabetes 
nurse educator, plays a vital role, together with the doctor, dietician, podiatrist, 
ophthalmologist and fitness advisor (Pullen, 2004:8–9). 
 
In the mid-eighties, Doctors Larry Distiller and Brian Kramer recognised the urgency 
of diabetes awareness and conceived a team approach to diabetes management.  
They set up the first Centre for Diabetes and Endocrinology (CDE) in Johannesburg.  
According to Pullen (2003b:52), it was not simply a new concept in South Africa; it 
was a first in the world.  Currently, there are 215 Diabetes Centres in South Africa, 
which provide holistic treatment and management of diabetes (Brown, 2007). 
 
 The first person a patient consults when joining the CDE programme, is the diabetes 
nurse educator.  This is a new way of thinking about diabetes.  The nurse helps the 
patient come to terms with the condition and acts as a counsellor.  The nurse is the 
one who assists the patient to stabilise his blood glucose levels, the person that 
informs the patient on how to manage the condition, and the person that introduces 
the rest of the team that will work with the patient.  This is the only way that diabetes 
does not become a burden. 
 
 When the patient is stable, the doctor comes into the picture, unless there is an 
emergency situation.  With the increase in diabetes, every nurse needs to be aware 
of the symptoms of diabetes to identify it in the early stages (Pullen, 2003b:52).   
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According to Pullen (2003b:52), the role of the diabetes nurse educator is to keep the 
patient’s condition under control and the patient out of hospital.  The diabetes nurse 
educator also plays a vital role in changing structures in state clinics.  Patients 
suffering from diabetes should not sit in the same queues as patients suffering from 
other diseases.  Everyone working in the health sector needs to become more 
familiar with diabetes, but a nurse is the person closest to the community and can do 
a lot to ensure the wellbeing of diabetes patients. 
 
It is important to bear in mind that an estimated 50% of people with type 2 diabetes 
do not know they have it, so this is a vital service to those at risk.  The diabetes nurse 
educator is encouraged to establish community support groups under the auspices of 
Diabetes South Africa (DSA), the national association for diabetes awareness 
(Brown, 2007).  Numerous pamphlets, posters and books are available from this 
organisation, as well as from the National Department of Health (Pullen, 2003b: 53).   
 
The education of diabetes health professionals should be organised at all levels, also 
in the public health settings (SEMDSA Consensus Document, 1997:503, Department 
of Health, 2004:5).  Perhaps the only course in DM management currently available 
in South Africa is the three-day course at the CDE called the Advanced Course in 
Diabetes Care for Health Professionals.  Certain universities such as the University 
of the Western Cape presented the SA Nursing Council (SANC) accredited course 
up to 1996 (Pullen, 2003b: 53).  Thereafter, a similar 1-year distance education 
programme was offered by the Witwatersrand University and the Rand Afrikaans 
University (now Johannesburg University) up to 2004. 
 
These courses however were not credited by the SA Nursing Council (Brown, 2007).  
At the moment, there are two courses available: the DESSA KZN Basic Diabetes 
Management and Skills course (2 days) for health personnel and the half-day “KAB” 
course (Knowledge, Attitudes and Behaviour) aimed at teachers and caregivers of 
diabetics.  However, plans are in the pipeline for new degree and certificate courses 
established with the Pharmacological Department of Rhodes University in the 
Eastern Cape (Prins, 2007). 
 
 The names of certified diabetes nurse educators are kept at the National office of the 
CDE.  According to Welgemoed (2004), there are not many diabetes nurse educators 
working in the public sector, and those who are in the public sector work in the city 
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hospitals.  The diabetes nurse educators are mainly employed in the private sector at 
CDEs, private clinics or in doctors’ practices. 
 
3.2.3 The Lay Health Worker (LHW): 
 
The Human Resources Health Strategy of the Department of Health recommends a 
multi-disciplinary team-based approach to health care delivery, where each member 
of the team has a defined role to ensure that there is no duplication and overlapping 
of functions.  This process will also ensure that no single member of the team 
dominates, but that different members of the team will lead at different times, 
depending on the services to be rendered (Department of Health, 2001a:4).          
 
The Community Health Workers Policy Framework (Department of Health, 2001a:4) 
and the National Guideline on Home-Based Care/Community-Based Care 
(Department of Health, 2001c:1-3) present the following information regarding the 
Community Health Worker, also referred to as the lay health worker (LHW) (Lewin, 
Dick, Pond, Zwarenstein, Aja, van Wyk, Bosch-Capblanch & Patrick, 2005:1, 
Zwarenstein, et al., 2000:550-554), who renders a service in the rural clinic setting as 
well as in the community:  
- there is no doubt from the international experience of LHWs that they play a role 
in improving the basic health status of communities; 
- in South Africa, the important supportive role of LHWs in the provision of health 
care services has been extensively documented (Zwarenstein, et al., 2000:550); 
- this contribution is further exemplified in those parts of the country where there is 
a shortage of registered nurses to provide the necessary health care services 
based on the identified needs. 
 
Furthermore, the Community Health Workers Policy Framework (Department of 
Health, 2001a:4) states that the SA Government is committed to combining the 
national human resource development strategy with the rapid upgrading of service 
delivery to all of the nation’s communities. The following model is to be adopted in all 
provinces, as it demonstrates the effectiveness of a Government / Non-
Governmental Organisation (NGO): 
- The “community” refers to the people that reside in the catchment area of a 
clinic. 
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- There should be a Clinic Committee (CC) / Community Health Committee 
(CHC) to function as part of the governance structure, the beginning of 
provincialisation.   
- The local councillor of the community, in collaboration with the registered 
nurse in charge of the local clinic, has to establish a CC composed of relevant 
stakeholders.  The CC may consist of the following persons: family and 
volunteer community members and a multi-disciplinary team of social 
workers, doctors, psychologists, nurses, nutritionists, occupational therapists 
and physiotherapists, pharmacists, educators, caregivers, religious leaders 
and traditional leaders and legal advisors. 
- The role and function of the CC are, inter alia, to recruit and select members 
from the community to be trained as LHWs; 
- also to mobilise community members to determine health needs and to 
empower the family/community to take care of their own health; and 
- to be involved in planning for the clinic and sensitisation to the money 
available for health services (Cacadu District municipality, 2006a:12).  
 
Dependent on the needs of the specific area, different options for LHWs will be 
required.  Some areas may need generalist care workers (Home Based Carers), 
whilst other areas may need single-focused care workers, such as for tuberculosis - 
DOTS (Directly Observed Treatment, Short course for tuberculosis) or for HIV/AIDS 
before and after counselling (Lay Health Counsellors). 
 
Community representatives from the CC are involved in the recruitment and selection 
process of the LHWs.  LHWs must reside in the communities in which they work, 
preferably close to the clinic, and they must have a support system, e.g. a Non-Profit 
Organisation or Community Based Organisation, as well as access to an efficient 
referral system.  The LHWs should not receive any grants and they should be strong 
and healthy.  
 
Their educational level, depending on the criteria of the CC as well as the 
educational level of the pool of applicants, should preferably be from grade 10 
(standard 8) and beyond (Ntuli, 2007).   Further, the selection criteria for people to be 
accepted to do training as LHWs are, that they should be fluent in the language of 
the patients (and their families), there should be evidence of prior involvement with 
care programmes in the community. 
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They should be enthusiastic and interested in basic nursing care and have good 
interpersonal and communication skills.  They should also have respect for others 
and a commitment to maintaining confidentiality (Madonsela, 2007). 
 
All learning programmes/curricula, training and learning materials are based on 
national unit standards registered with the National Qualification Framework (NQF).  
This will enhance and facilitate career pathing, portability, articulation and flexibility 
between sectors.  Thus, the training path could be as follows: courses by the 
Department of Health (DOH) → ABET (Adult Based Education and Training) for 
scholastic programmes→ Enrolled Nursing Auxiliary→Enrolled Nurse or even a 
diploma/degree in Nursing Science. 
 
The 59-days training course for Home Based Carers (LHWs) is currently presented 
by the DOH or providers accredited by the Health and Welfare Sector Education and 
Training Authority (HWSETA).  This curriculum does not contain any content on DM 
and consists mainly of topics regarding the management of people suffering from 
Tuberculosis and HIV/AIDS.  Infection control, palliative care, nutrition, social 
support, communication and teaching, as well as facilitation skills, are also dealt with 
in this course. 
 
According to Madonsela (2007), the DOH is currently busy revising the curriculum, by 
increasing the number of days of the course to 69, and including communicable and 
chronic diseases, such as DM, as well as immunisation to the course.  Thereby, the 
course is to become more comprehensive and the LHW can attend to the needs of 
the family as a whole.  However, not all of the LHWs are being put through this 
course; only the ones who are doing home based care in the community.   
 
The employment of LHWs would be through NGOs funded by the government.  The 
LHWs receive a stipend from an NGO, such as the “Small Projects Fund” (situated in 
East London) of between R600 to R1000 per month, depending on the area and in 
what capacity they perform their duties.  The DOH is working on the stipend system 
in order to make it the same for all categories: DOTS workers, as well as peer 
educators/lay health councillors and home based carers (Ntuli, 2007).  They are not 
employees of the DOH and they do not receive uniforms or indemnity.  Some of the 
LHWs render their services voluntarily (Ntuli, 2007).  
 
 
 
96 
 
The Community Health Workers Policy Framework (Department of Health, 2001a:2, 
3, 8) and the National Guideline on HC/CC (Department of Health, 2001c:8, 9) gives 
the following goals / objectives, roles and functions of the LHWs: 
 
Goals /objectives: 
- to shift the emphasis of care to the beneficiaries (the community);    
- to act as advocates to improve health; 
- to provide basic counselling services; 
- to disseminate health information; 
- to transfer health and wellness skills to community members; and 
- to carry out health promotion activities. 
 
Roles and functions: 
- they are community-based generalist health care workers who will combine 
competencies in health promotion, primary health care and health-resource 
networking and co-ordination; 
-  they will enter communities and households, engage with community 
 members, determine what health or other service requirements are needed 
 and assist in order for these services to be made available; and 
-  within the scope of their competence, they will provide limited health services 
 to community members, as well as do referrals to other sectors.  
 
The LHWs are supposed to work according to the scope of competence, as 
mentioned in the curriculum of the Home Based Care/Community Based Care  
programme (Department of Health, 2001b:8-10) and the Training Manual for Home 
Based Carers (LHWs) (Department of Health, 2001e:194,195).  According to the 
National Guideline on Home Based Care/Community Based Care (Department of 
Health, 2001c:35) all LHWs, as well as other CHWs, are supposed to be equipped 
with a so-called “carer bag”, which contains inter alia basic supplies such as gloves, 
cotton wool, gauze and swabs, bandages, plastic aprons and other medical and 
assistive devices. 
 
The communities are also to improvise accordingly, and the Government need not 
necessarily provide all these items.  
 
 
 
97 
 
Regarding quality assurance, including supervision and mentorship, the following 
from the Community Health Workers Policy Framework (Department of Health, 
2001a:13):  
- A definition of Quality Assurance:” Doing the right thing the first time, and 
doing it better the next time”. 
- Quality indicators for the Quality Assurance Management system will include 
the development of the following policies and procedures: 
- Management, assessment, monitoring and evaluation, selection, recruitment, 
appraisal and development, remuneration/voluntarism/stipends, as well as 
policies based on the objectives of the NQF, outlining the procedures and 
sustainability of mentoring, support, monitoring and supervision systems, 
programme development in terms of content, people, procedures and 
practices.   
 
The above-mentioned are mainly the function of the members of the Clinic 
Committee (of which the registered nurse in charge of the clinic, is also part), as well 
as the Programme Co-ordinator - HIV/AIDS, HBC (Home Based Carers) and AVR 
(Anti-retro Viral Regime).   Those mentioned above are not spelt out clearly.  During 
the training of these LHWs, the trainer takes responsibility for these learners.  While 
working in the community and/or in the clinic, the registered nurses keep and sign off 
the log sheets of the LHWs to be sent to the co-ordinator, who in turn will forward it to 
the NGO for final approval and payment (Beer, 2007). 
 
In an effort to optimise the service rendering in the rural clinic settings, the 
overworked registered nurse staffing these clinics could be supported by a well-
equipped lay health worker.  Such an LHW is usually from within the community, 
knows the members and culture, as well as the health resources and can speak the 
language.  There are also associated health care resources, such as social workers, 
pharmacists and nutritional officers employed by the Department of Health (Strydom, 
2005) who could assist with service as well as education. 
 
The LHWs could be trained in certain aspects of basic service delivery and could be 
extremely helpful with health education since they spend a lot of time in the 
households of the community. 
 
Research undertaken in Khayelitsha, a township in the Cape Peninsula (Western 
Cape) from 2000 to 2002, showed that LHWs could play an important and effective 
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role in teaching diabetic patients regarding lifestyle modification.  It was found that a 
large percentage of these LHWs were overweight themselves. After receiving 
education from the researchers on the risk factors of DM and the importance of 
lifestyle modification, these LHWs developed and initiated, with the assistance of the 
researchers, community interventions to prevent obesity, and thus also non-
communicable disorders, such as DM (Puoane, Bradley & Hughes, 2006: 56-62). 
 
3.2.4 Patient rights: 
 
The purpose and expected outcome of the patients’ rights charter and complaints 
procedure is to deal effectively with complaints and rectify service delivery problems 
and so improve the quality of care and to raise the awareness of rights and 
responsibilities.  It originates from the BATHO PELE principles, which mean, “People 
first” (Department of Public Service and Administration, 1997:1). 
 
The following are the twelve rights of a patient, as described in the Patients’ Rights 
Charter (Department of Health, 2001b:10, 11). 
Every patient has the right to: 
- a healthy and safe environment; 
- access to health care; 
- confidentiality and privacy; 
- informed consent; 
- be referred for a second opinion; 
- exercise choice in health care; 
- continuity of care; 
- participation in decision-making that affects his/her health; 
- be treated by a named health care provider; 
- refuse treatment; and  
- knowledge of their health insurance/medical aid scheme policies; 
- complain about the health service they receive. 
 
The above-mentioned is a summary of the general rights of a patient, which should 
be adhered to in each and every health care setting, but there are also the specific 
rights of the diabetic patient visiting these settings.   
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3.2.4.1  The rights of the diabetic patient 
 
A person with diabetes has the right to expect a certain level of care and assistance 
from health professionals.  However, there are also many areas for which they have 
to take personal responsibility.  What is therefore expected?   The rights and 
responsibilities of a diabetic patient are as follows: 
 
(a) On diagnosis  
 
• a full medical examination 
• an explanation of what diabetes is and what treatment they are likely to need (get 
some literature to read at home at their leisure) 
• if on insulin: intensive instruction about insulin, injection technique, 
hypoglycaemic episodes and how to deal with them, ketone and urine testing, 
and supplies of the relevant equipment 
• if on tablets: an explanation of what they do and when to take them 
• instruction on blood testing, what the results mean and supplies of equipment 
• a talk with a dietician to work out a suitable meal plan for the patient, as well as 
follow-up visits 
• a discussion about the benefits of exercise and the choice of a relevant activity   
• a discussion about the complications of uncontrolled diabetes 
• information about an organisation and its services to assist the patient, as well as 
a support group, if in existence in the area 
• frequent assessments of control and help with adjustment of the management 
plan  
(What diabetic care to expect: Your rights, roles and responsibilities, 1997:19, 
2001:26-27). 
 
(b) Continuing care 
 
Once the diabetes is reasonably controlled, the patient should: 
• have a formal medical review every year by a doctor experienced in diabetes 
during which: 
- weight should be recorded 
- urine should be tested for ketones 
- urine should be tested for protein – the MAU test (micro-albuminuria) 
- blood should be tested to measure long term control – the HbA1c test 
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- control and the patterns evident in home glucose readings should be discussed 
- blood pressure should be checked 
- vision should be checked, particularly the retina. If necessary, the patient should 
be referred to an ophthalmologist 
- legs and feet should be examined to check circulation and nerve supply.  If 
necessary, referral to a podiatrist 
- if on insulin, injection sites should be examined 
- an opportunity should be afforded for the patient to discuss the coping 
mechanisms he needs to use in his daily living environment 
• see the doctor, specialist nurse and dietician regularly and take time for 
discussion, as well as an assessment of the control of the disease 
• be able to contact the health care team for specialist advice when needed 
• have more education sessions when needed (What diabetic care to expect – your 
rights and roles/responsibilities, 1997:19, 2001:26-27, IDF guidelines, 2007e). 
 
3.2.5 Patient responsibilities: 
 
The responsibility (role) of the patient, in general, includes the following: 
• to take care and control of their disorder on a day-to-day basis 
• to keep good records of the management plan, e.g. record dosage and frequency 
of medication, as well as any adverse effects  
• to keep appointments with team members 
• to aspire to stay as independent as possible, e.g. own personal hygiene and 
mobility 
• to ask questions and ensure that all are answered accurately 
• to report complications early, so that they can be treated quickly and safely 
• to reduce risks by choosing a healthy lifestyle (Nagel, 2002:56). 
 
3.2.5.1 The responsibility (role) of the diabetic patient 
 
The responsibility or role of the diabetic patient is as follows: 
• to take care and control of his/her diabetes on a day-to-day basis.  This will be 
easier the more the patient knows about his/her diabetes 
• to monitor the blood glucose regularly, as outlined by the doctor, and keep good 
records of the management plan  
• to keep appointments with team members 
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• to find out if there are support groups available, if not, get assistance to establish 
one 
• to examine feet regularly 
• to ask questions and ensure that all are answered accurately 
• to take note of warnings of complications so that they can be treated quickly and 
safely 
• to reduce risks by choosing a healthy lifestyle (Nagel, 2002:58, What diabetic 
care to expect – your rights and roles/responsibilities, 1997:19, IDF guidelines, 
2007e). 
 
3.3 THE INFLUENCE OF CULTURE ON DISEASE 
 
Culture means the sum of attitudes, customs and beliefs that distinguishes one group 
of people from another. Culture is transmitted through language, material objects, 
rituals, institutions, and art, from one generation to the next (Definitions from  
dictionary.com, 2006).  Different population groups and different ethnic groups will 
have certain ways of behaviour towards different incidents.  These differences will 
have to be taken into consideration when dealing with these groups of people in a 
health care setting. 
 
The attitude towards and practices of their beliefs can either be beneficial or 
detrimental when facing an illness, especially in the case of a chronic disorder, such 
as DM.  When educating patients, the influence of culture (belief, traditions and 
customs) should always be taken into consideration 
 
3.3.1 Racial and ethnic beliefs: 
 
In a study conducted in the Northern Province of South Africa, it was found that 
differences in racial and ethnic beliefs reflecting cultural factors in attitudes towards 
diabetes were apparent, where patients in this study believed diabetes to be a 
western disease.  Religious beliefs were found to be the other factor to non-
compliance, as patients believed that personal health is controlled by God only, 
whether a person is complying with the treatment or not (Bopape, 2001:68).   
 
Pullen (2003a: 8) reports that in Kwazulu Natal, as well as in Villiersdorp in the 
Western Cape, people attending the primary health care clinics believe that the 
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‘sugar’ will go away after taking the tablets and do not realise that this is a lifelong 
disorder.  As soon as they feel better, they discontinue the medication and the 
vicious cycle starts all over again.   
 
One cannot overestimate the power of beliefs and preconceptions related to disease, 
and diabetes seems to be a special target for strange ideas.  It is a fact that fortune- 
tellers and sangomas (traditional healers) are very popular with people in all walks of 
life.  It is not surprising that so-called simple people have a tendency to pin their 
beliefs and hopes on a sangoma, their prayer beads or even a statue.  They 
universally seem to feel that diabetes originates from some or other vengeful god or 
ancestor, and that successful treatment lies in placating that god or ancestor, usually 
with sacrifice, prayer or self-punishment (Tshabalala, 1996:40). 
 
  Note that we talking about beliefs in diverse societies and many faiths.  The ideas 
are widespread and prevail in many cultures, including eastern religions, Christianity, 
as well as tribal ancestor worship.  Besides these religions, the nurse and the 
diabetic nurse educator has to contend with a multitude of “old wives’ tales” and 
“boererate” about the causes and treatment of diabetes.   
 
Tshabalala (1996:40) mentioned the following examples regarding the above-
mentioned: 
- In Lenasia (suburb where mostly Indians reside), for instance, a pineapple is 
scooped out and urine is passed into the shell.  This is “buried” in the garden and the 
diabetes is now considered dead and gone.   
- These beliefs are not only the prerogative of the uneducated.  A well-educated 
businessman believed that his diabetes could be controlled by the use of cinnamon, 
which he sprinkled liberally onto everything he ate, from breakfast cereal to roasts, 
vegetables, fruit, and even on “braaivleis”. 
- In Kwazulu Natal, there is widespread use of the “diabetes flower” which is used to 
make a tea – this is supposed to “cure” diabetes, and a similar tea is marketed by a 
charlatan from Ellisras, who advertises “no more insulin – use our tea made from our 
magic herb”.  Some tribal people use purging and emetics too, in an effort to rid the 
body of diabetes. 
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3.3.2 Traditional and alternative medication: 
 
Credo Mutwa is a world famous “sanusi” (the highest status with which an African 
doctor can be honoured), writer, painter, sculptor, poet and African historian.  He is 
also called South Africa’s Renaissance man (Pullen, 2001b:7).  Mutwa states that 
people in Africa are more prone to suffer from DM, not so much because of the fast 
food that they eat, but because of the American soft drinks that they drink with the 
badly cooked food.  He further states that Sutherlandia pills, powder or leaves are 
being given to diabetics by most traditional healers with very good effect (Pullen, 
2001b:8). 
 
One of the active ingredients found in the indigenous African plant called 
Sutherlandia frutescens, is pinitol, which is a known anti-diabetic agent.  Mutwa 
further mentions that traditional healers are against insulin because they believe it is 
taken from pigs (has been done in the past, but not anymore), and a person who by 
tradition may not eat pork cannot allow himself to be injected with something he 
believes is from a pig. 
 
Mutwa encourages diabetics to take tea made from the leaves of a guava tree, eat 
“morog” (spinach-like leaves), millet as well as “mung dahl” (mung bean that has 
been split and processed).  He also swears by flavouring water with mint, clover, 
Hottentot’s Fig or the white inside of the aloe leaf (Pullen, 2001b:8).     
 
According to Teichler (2005:173), the use of aloe, “milk stout” (bitter, black beer) and 
“wildegansies” (green leafed herbal plant, the Sutherlandia frutescens) is widespread 
amongst diabetics in the Eastern Cape Province. 
 
Sue Leuner (2001:15) investigated the use of over-the-counter medications and 
natural remedies and found the following: tea made from loquat leaves, chromium 
and nicotinamide, if persons have a deficiency, and foods rich in carotene, for 
example orange and dark green leafy vegetables are all claimed to be good.  Garlic, 
onion, fenugreek and bitter melon apparently modify the body’s production of insulin.  
To combat diabetic complications, the use of evening primrose oil is beneficial. 
 
To be successful, the treatment of diabetes must build on an individual’s system of 
beliefs.  It is difficult enough to adapt to a modified “diabetic” lifestyle, and it is 
unnecessary to shake the foundations of an entire way of life simply to score a point.  
 
 
104 
 
The diabetic nurse educator should aim to establish where a person is coming from, 
and to consider every aspect of his life so that he can be helped to adapt to his new 
lifestyle in a realistic and non-frightening way. 
 
3.4 THE CONCEPT ‘MANAGEMENT’ IN AN ORGANISATIONAL STRUCTURE 
OF HEALTH CARE CLINICS 
 
Management in a nursing unit or health care clinic is the achievement of the 
objectives of the said unit or clinic by means of the utilisation of the management 
activities of planning, organising, leading or directing and control (monitoring), within 
the context of the health service’s mission, philosophy and policy (Muller, 2006:104). 
Management activities are directed and often initiated by the person in charge, but 
always in co-operation with subordinates or group members in the clinic. 
 
Thus, the registered nurse in charge of the health care clinic will manage the clinic 
within the framework of the organisational structure and with the assistance and 
support from the persons higher in the hierarchy of the health care service.  She can 
only do what she is allowed to do within the structure.   
 
The four functions, activities or tiers in management are as follows: 
 
3.4.1 Planning: 
 
Although planning, as a management activity, should always take place first, followed 
by organising, directing/leading and control (monitoring), all these management 
activities are interdependent and are applied continually.  Planning is the process of 
setting goals and deciding on the methods of achieving them (Morrison, 1993 in 
Meyer, et al., 2004:131).  Naude (in Meyer, et al., 2004:131) states that without 
effective planning and efficient planning the management process fails, as planning 
involves a choice between different alternatives. 
 
Effective planning assists the nurse in charge of the clinic to focus on the aims and 
objectives of the health care clinic.  Planning should also be reviewed on a regular 
basis, as the circumstances in the clinic may change.  Aspects that should be 
included in the planning of functioning in the clinic include the mission statement of 
the clinic, philosophy, goals, objectives, strategic and operational planning and 
financial management. 
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Planning demands the application of certain thinking/reasoning skills, such as critical 
assessment, analysis, prioritisation, decision-making and problem-solving.  As a 
management activity, planning is never completed unless the evaluation strategy has 
also been determined (Muller, 2006:106).    
 
3.4.2 Organisation: 
 
Organisation is the process of translating plans into action.  Muller (2006:107) 
defines organisation as the orderly structuring of functions or responsibilities in order 
to ensure the smooth running of activities.  This requires a graphical exposition of the 
personnel in the clinic, according to job division by way of an organisational chart or 
plan – the establishment of an organisational structure, the demarcation of authority 
in the form of line and staff functions, as well as the delegation of duties, tasks and 
responsibilities.   
 
Organising, therefore, according to Naude (in Meyer, et al., 2004: 132), includes 
aspects such as staffing, scheduling, recruitment, selection, delegation, absenteeism, 
turnover of staff, power, politics and networking.  Other resources, such as 
equipment and supplies, are also important in order for the nurse to execute the 
plans.   
 
3.4.3 Directing / leading: 
 
Directing includes guidance and support to the followers, as well as overseeing of the 
progress towards achieving the goals.  To direct means the leader should function as 
a role model and as an example in patient care (Meyer, et al., 2004:132).   
 
The following are aspects included in directing/leading: 
- leadership skills 
- communication 
- time management 
- stress management 
- problem-solving 
- decision-making 
- change management 
- conflict management (enhancing the harmony in the clinic) 
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- negotiation 
- staff development, supervision, accompaniment 
- promotion of teamwork, empowerment and the motivation of staff and patients 
- enhancing the work life 
- disaster management 
- cultural diversity in the workplace (Meyer, et al., 2004:132, Muller, 2006:107). 
 
3.4.4 Control / monitoring: 
 
Control in the clinic focuses on the responsibility to promote nursing care and service 
delivery, cost effectiveness and efficiency in the clinic (Muller, 2006:107).  Naude (in 
Meyer, et al., 2004:132) defines control as an ongoing process to compare present 
performance with the pre-set objectives and it includes the actions needed to ensure 
that the outcomes of performance are consistent and congruent with the planned and 
anticipated outcomes.   
 
The following are included in control in the clinic: 
- performance management 
- quality assurance 
- productivity 
- discipline 
- coaching 
- legal and ethical issues (Meyer, et al., 2004:132). 
 
Various dimensions in the clinic require control, such as financial control, personnel 
control, as well as control over clinical nursing care or service delivery.  Adequate 
control in the clinic depends on total quality management, which implies that the 
registered nurse in charge is to perform all the management activities effectively – 
from planning all the way to control.  The controlling function can be divided into pro-
active control, continuous control and reactive control (Muller, 2006:108). 
 
The management process provides the registered nurse in charge of the clinic, as 
well as the nursing managers higher in the hierarchical structure of the health care 
service, with a structured process to utilise in the execution of their functions. 
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3.5 LEARNING AND EDUCATION 
 
Learning, education and health education will be defined, theories and the nature of 
learning mentioned and the principles of teaching and learning described.  
Furthermore, barriers to teaching and learning with emphasis on the barriers to 
community health education will be looked at.  Learner needs and strategies for 
effective teaching will be explained.  Lastly, teacher effectiveness, as well as 
programme effectiveness, will be evaluated. 
 
• Learning:  to acquire knowledge of or skill in, by study, instruction, or by 
experience. Also, knowledge acquired by systematic study in any field of 
scholarly application (Definitions from dictionary.com. 2006).  According to Muller 
(2006:291) and Clark (2003:128), learning is defined as a change in behaviour 
that persists over time, is practised, and is repeatedly reinforced. 
• Education:  the act or process of imparting or acquiring general knowledge, 
developing the powers of reasoning and judgement, and generally of preparing 
oneself or others intellectually for mature life.  In addition, the knowledge or skill 
obtained or developed by a learning process (Definitions from dictionary.com. 
2006). 
 Health education: is an approach for teaching patients and their families how to 
deal with past, present, and future health problems.  This knowledge enables 
them to make informed decisions, to cope more effectively with temporary or 
long-term alterations in their health and lifestyle, and to assume greater 
responsibility for their health (Muller, 2006:290). 
 
Clark (2003: 234) states that health education is a participatory learning process that 
enables people to make informed decisions about health.  According to Vlok 
(2000:281), the WHO defines health education as an active learning process aimed 
at health promotion; it is successful if it helps people to change behavioural patterns 
and habits. 
 
3.5.1 Theories of learning: 
 
An understanding of how learning occurs helps the community health nurse educator 
to facilitate learning and promote health-related decision-making by patients or 
populations.  Learning theories provide that understanding.  There are two major 
types of learning theories: conditioning theories and cognitive theories.  In 
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conditioning theories, learning is thought to occur when the learner has made an 
association between a specific stimulus and a response because of repeated 
exposure to both. 
 
When the stimulus is presented, the learner automatically performs the conditioned 
response without the benefit of any conscious thought processes.  In cognitive 
theories, on the other hand, learning is believed to result from cognitive processes 
that involve thinking and problem-solving (Clark, 2003:235). 
 
3.5.2 Nature of learning: 
 
The goal of all teaching is learning.  Giving information does not guarantee that 
learning takes place. One way of understanding the nature of learning is to examine 
the taxonomic domains of learning: cognitive, affective, psychomotor and perceptual 
(Clark, 2003:243).   
 
3.5.2.1  Cognitive domain 
 
The cognitive domain deals with the recall or recognition of knowledge and the 
development of intellectual abilities and skills.  For health education to be effective, it 
is important to assess the cognitive abilities of the learner so that the nurse’s 
expectations and plans are directed toward the correct level.  Teaching above or 
below the patient’s level of understanding may lead to frustration and 
discouragement (Clark, 2003:239). 
 
3.5.2.2  Affective domain 
 
The affective domain describes changes in attitudes, values and appreciation.  In 
affective learning, nurses influence what patients, families and students think, value 
and feel.  Because the values and attitudes of nurses may differ from those of 
patients, it is important to listen carefully in order to detect clues to feelings that 
influence learning.  For example, people from different cultures value food in different 
ways.  It is difficult to change deep-seated values, attitudes, beliefs and interests. 
 
To make such changes, people need support and encouragement from those around 
them.  Praise is helpful, as well as group support, which also reinforces learning new 
behaviours (Clark, 2003:239).   
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3.5.2.3  Psychomotor domain 
 
 According to Clark (2003:242), the psychomotor domain includes the performance of 
skills that require neuromuscular co-ordination.  Patients in the community are taught 
a variety of psychomotor skills, such as giving of injections and testing of their own 
blood glucose levels.  Three conditions must be met before psychomotor learning 
occurs: 
- the learner must have the necessary ability; 
- the learner must have a sensory image of how to carry out the skill; and 
- the learner must have opportunities to practise the learning.   
To facilitate learning, one needs to either demonstrate the skill in person, or with a 
video or pictures; allow the learner to practices, and correct immediately any errors in 
performing the task. 
 
3.5.2.4  Perceptual domain 
 
Clark (2003:242) states that learning tasks in the perceptual domain are arranged in 
terms of the extent to which the learner is able to extract information from a situation 
by way of perceptual skills.  For example, a nursing student might notice a few salient 
characteristics of a patient during a preliminary encounter; whereas an experienced 
community health nurse would derive more information from the same encounter. 
 
3.5.3 Principles of teaching and learning: 
 
Patients in the community vary in age, background, learning needs and the ability to 
learn.  Nurses must be knowledgeable about varying needs, goals and the abilities of 
learners, in order to select appropriate instructional content and teaching strategies.   
 
Because a considerable amount of the teaching done by community health nurses is 
directed toward adult learners, emphasis is placed on the unique needs of this group.  
According to Muller (2006:279), Knowles, an authority on adult education, 
emphasises participation in learning.  He proposes a concept called andragogy or the 
art and science of helping adults learn.  Andragogy is based on four assumptions that 
differentiate it from techniques directed specifically toward children (pedagogy).  
These assumptions are: 
- as people grow older, their concept of self shifts from one of dependency to one 
of self-direction; 
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- they accumulate a growing supply of experiences that serve as resources for 
their own learning; 
- their readiness to learn is consistent with their developmental level; and 
- their orientation to learning shifts from future to present, and from subject to 
problem. 
 
Adult learners tend to have a greater investment and interest in what they are 
learning; they see the immediate relevance in the information. 
 
3.5.3.1  Barriers to teaching and learning 
 
Prior to planning health education, the community nurse educator must recognise 
that barriers to learning need to be overcome if health education is to be effective.  
Barriers may be internal or external.  Internal barriers can be physical, social or 
psychological.  Physical barriers such as pain, fever and visual disturbances could 
interfere with the patients’ ability to focus on the concepts presented. Social barriers 
to learning may include patients’ educational levels, language barriers and the 
incongruence of patient beliefs and values with those of the health system (Clark, 
2003:235, Landsberg, 2005:37). 
 
Psychological barriers include anxiety, depression, denial and the inability to accept 
or, occasionally, the over-acceptance of the sick role.  Other psychological barriers 
might be previous negative experiences with illness or the health care system and 
lack of readiness to learn (Clark, 2003:235). 
 
 Clark (2003:234) suggest that lack of motivation to learn, fear of what may be 
learned and the implications of the new information might be barriers to learning.   
 
External barriers to learning may arise from the learning environment (e.g. noise and 
distractions) or from the learning situation.  Factors related to the learning situation 
that may create barriers include the timing of educational efforts, the method of 
teaching used, the level of material presented, or the quality of interaction between 
the nurse and the patient (Clark, 2003:235). 
 
The following educational errors, as described by Muller (2006:289), could be 
barriers to learning: 
- teaching without the necessary knowledge of the content; 
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- giving double messages which confuse the audience, for example saying one 
thing and the nurse herself doing the opposite in front of the audience; 
- adopting a rigid, authoritarian attitude, or one of contempt and intolerance 
towards the people to be educated.  Talking down to people and condemning 
their present lifestyle merely antagonises them and discourages two-way 
communication; and 
- impatience and intolerance of the slow or resistant learner. 
 
In using the education process, the community nurse identifies potential barriers in a 
given patient situation and circumvents these barriers by planning appropriate 
interventions. 
 
3.5.3.2  Barriers to community health education 
 
Successful implementation of the educational aspect of community health nursing 
requires that the nurse needs to be aware of and plan for potential barriers.  In the 
above-mentioned text, most of these barriers were mentioned and discussed.  Other 
barriers pertaining specifically to community health education include lack of time, 
money, space, energy, confidence, organisational support and equipment. 
 
The educational component of care is often seen as a nice extra that is to be 
included only if time permits (Clark, 2003: 251).  It should be remembered that health 
education is a very important part of the care rendered to the community.  Health 
education is a cornerstone in the prevention of diseases and the complications 
thereof and in the promotion of health overall. 
 
3.5.4 Learner needs: 
 
The first and often-overlooked step in health programme planning is determining 
learner needs. Often, health educators enthusiastically think of and develop an 
exciting programme only to have it poorly received by potential learners.  This may 
result from many factors, but often occurs when the needs-assessment step is 
overlooked.  Frequently, educators fall into the trap of teaching what they think the 
learners ought to know rather what the learners want to know or are willing to learn at 
that time (Clark, 2003: 254). 
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3.5.4.1 Assessing needs and interests 
 
Three sources of needs and interests should be considered when planning adult 
educational programmes: those of the people being served, those of the health care 
setting, and those of the community.  According to Clark (2003: 255), assessment of 
needs can be done through a conscious evaluation process, either intuitively or 
systematically, or by a combination of the two.   
 
The first question to be asked is, “What should be taught?’  There are many answers 
to this question, including surveys, verbal or written questionnaires, and interviews, 
reading professional literature or listening to the media.  Needs assessment also 
includes learning about the participant’s background, including his ability, skill and 
experience.  The principles of needs assessment apply to developing teaching 
programmes for both individuals and groups (Clark, 2003: 255). 
 
3.5.4.2 Developing objectives for educational programmes 
 
Once the needs of the learners are determined and prioritised, the nurse identifies 
the objectives that will guide the teaching (Clark, 2003:241).  When the overall goals 
and objectives of the programme are established, the specific learning objectives for 
the programme should be developed.  These objectives must be stated clearly and 
the expected outcomes must be defined in measurable terms.  Objectives are written 
statements of the intended outcome or expected changes in behaviour. 
 
Clark (2003:240) mention the four parts of an objective that should be addressed, 
with the following questions: 
- Who (person, group) is to exhibit the behaviour? 
- What behaviour is expected?  Who is expected to do what? 
- What are the conditions?  What experience, skill, etc. will the person bring to the 
learning situation? 
- What are minimally acceptable performance standards?  Is there a time limit?  In 
addition, does the performance have to be entirely accurate?  
 
3.5.5 Strategies for effective teaching: 
 
The selection of teaching strategies depends on the characteristics of the target 
audience, the characteristics of the nurse educator, the type of learning tasks and the 
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content involved, and the availability of resources needed to implement specific 
strategies.  The effectiveness of any given strategy depends on its appropriateness 
to the situation. Several general principles guide the selection of teaching strategies.  
According to Clark (2003:244), first, the strategies chosen should contribute to total 
learning, not just to knowledge acquisition.   
 
Second, strategies should foster learner participation in the encounter.  Third, the 
more complex the content, the greater the number and variety of activities needed to 
learn it.  Application of this third principle also permits adaptation of the lesson to a 
variety of learning styles.  The fourth principle is that the strategies chosen should 
reflect simple activities at first, followed by activities that are more complex.  Finally, 
audio-visual aids should be used whenever possible to promote learning. 
 
The teaching strategies selected should be appropriate to the age, developmental 
level and educational level of the audience and should reflect preferred learning 
styles and the constraints of the situation.  Strategies should be chosen to maintain 
the interest of the learner and adequately address the content to be presented.  
Examples of commonly used teaching strategies include demonstrations, 
discussions, lectures, role-playing and the use of visual aids (Clark, 2003:245). 
 
3.5.6 The evaluation of teacher and programme effectiveness: 
 
The nurse should never take for granted that because a patient has attended an 
educational programme, learning has taken place!  All too often nurses assume that 
because the information has been transmitted to the learner, all programme 
objectives have been met (Clark, 2003: 248).  Evaluation of the effectiveness of the 
teacher as well as the programme should take place throughout the presentation and 
as the last step of the educational process.  Three types of evaluation are done: 
formative, outcome and process (Clark, 2003:248). 
 
Health education is an effective tool for promoting health in population groups.  It is 
also one of the community nurse’s most frequently used tools, whether with 
individuals, families or groups.  To provide effective health education, however, 
nurses should engage in comprehensive assessment, systematic planning, accurate 
implementation and continuous evaluation (Clark, 2003:248). 
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3.6 SUMMARY OF CHAPTER 
 
In this chapter, emphasis was placed on the role and functions of the registered 
nurse and lay health worker regarding the management of DM, as well as the 
management of the health care clinics.  Furthermore, the influence of culture on 
disease was described.  A detailed discussion followed pertaining to adult learning 
and the education processes, with specific emphasis on the education of a diabetic 
patient in a rural health care setting.   
 
The next chapter will consist of a detailed description of the research design and 
method used in this study.  
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CHAPTER 4 
 
THE RESEARCH DESIGN AND METHOD 
 
4.1 INTRODUCTION  
 
In the previous two chapters a detailed description of the disease Diabetes Mellitus, 
with specific emphasis on the diagnosis, classification, patho-physiology, clinical 
features, management and complications was given. The importance of the 
prevention of complications was highlighted.  Thereafter, the role and function of the 
registered nurse and lay health worker regarding the management of patients with 
DM at health care clinics in the region was explained.  The influence of culture on 
disease was further discussed.  Adult learning and education were looked at with a 
specific mention of the education of a diabetic patient in a semi-rural health care 
setting. 
 
To facilitate optimal comprehension of the following chapter, refer to the summary of 
the research method on the last page of this chapter (Table 4.1).  The purpose of this 
chapter is to describe, comprehensively, the research design and method of this 
study.  The research design is the structural framework or blueprint of the study and 
guides the researcher in the planning and implementation, while optimal control is 
achieved over factors that could influence the study (Babbie, et al., 2005:74, 647, 
Creswell, 2003: 3). 
 
Firstly, the overall research goal will be mentioned; thereafter the research objectives 
will be highlighted; then a discussion of the research design and method used in both 
parts of phase one will follow.  The data-collection instruments and the method of 
data analysis will also be explained.  Trustworthiness, reliability and validity as quality 
measures in this research study will be clarified.  The pilot studies, and lastly, the 
ethical and legal considerations, as applied to this study, will be discussed.   
 
4.2 THE RESEARCH AREA 
 
The Cacadu region where this study was conducted covers the western part of the 
Eastern Cape Province.  An area of ± 5 992 km² falls in these two LSAs and ± 102 
721 people reside here.  According to Strydom (2005), there are more or less 3 550 
people suffering from DM in this area.  The research area includes the relevant staff 
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members allocated to render services in all the 22 public health care clinics, the 
diabetic patients, who visit the clinics, as well as the members of the clinic 
committees and the co-ordinator for HIV/AIDS, HBC, AVR in the Kouga and 
Koukamma LSAs (Local Service Areas) of the Cacadu District Municipality in the 
Eastern Cape.   
 
Before starting to explore the different clinics, the personnel and patients linked to 
them, the researcher obtained the necessary permission (see Annexures A, B and 
C).  This aspect will be discussed in detail in 4.7 of this chapter. 
 
4.3 THE RESEARCH GOAL 
 
The overall research goal of this study was to explore and describe the management 
of patients with DM at health care clinics in the Cacadu region of the Eastern Cape 
Province of SA in order to develop proposed guidelines for the management of these 
patients. 
 
4.4 THE RESEARCH OBJECTIVES 
 
The following were the research objectives of the study.  These objectives were all 
implemented and achieved in the Cacadu region of the Eastern Cape.  The research 
study was done in two phases.  In phase 1, the objectives were to explore and 
describe:    
 
4.4.1 The organisational structure of health care clinics to determine the current 
management of patients with DM; thereafter 
4.4.2 The role and function of the registered nurse and LHW regarding the 
management of patients with DM;  
4.4.3 The knowledge level of registered nurses and LHWs regarding the 
management of patients with DM; 
4.4.4 The knowledge level of diabetic patients, or their caregivers, in case of a 
minor, regarding DM; and 
4.4.5 The utilisation of existing health care resources by diabetic patients. 
 
 
 
 
 
 
 
117 
 
In phase 2, the objective was to: 
- Develop proposed guidelines for the management of patients with Diabetes 
Mellitus at health care clinics in the Cacadu region of the Eastern Cape 
province. 
 
4.5 THE RESEARCH DESIGN  
 
Polit, et al., (2001:167) define research design as the overall plan of the researcher 
to answer the research questions or to test the research hypotheses.  According to 
Burns and Grovè (2005:211), research design means clearly defined structures 
within which the study is implemented. 
 
For the purpose of phase 1 of the study, a qualitative, explorative, descriptive and 
contextual research design (part 1) was to obtain background information regarding 
the organisational structure of the research context.  Thereafter, a more 
comprehensive quantitative, explorative, descriptive and contextual research design 
(part 2) was used to achieve the remainder of the objectives set out in phase 1, of 
this study.  
 
4.5.1 The qualitative design 
 
A qualitative research design is a systematic and interactive approach used to 
describe perspectives and give them meaning (Burns & Grovè, 2005:747, Babbie, et 
al., 2005: 53, 646).  Burns and Grovè (2005:24) stated that qualitative research is 
conducted to generate knowledge concerned with meaning and discovery.  Creswell 
(2003:181) stated that qualitative research takes place in a natural setting. 
 
The qualitative researcher goes to the site of the participants to conduct research.  
This enables the researcher to develop a level of detail about the individual or place 
and to be highly involved in the actual experiences of the participants.  The 
researcher decided to use this design in order to obtain the views of the participants 
pertaining to the organisational structure of health care clinics, caring for diabetic 
patients, in which they are working. 
 
This type of research design was used in order to gain insight and a clearer 
understanding of the organisational structure to be researched.  Semi-structured 
interviews (Polit, et al., 2001:265) were conducted to collect data for part 1 in phase 
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one of the study.  The researcher used a written topic guide to ensure that all 
question areas were covered, although the participants could express their own 
views regarding the relevant issues. 
 
4.5.2 The quantitative design 
 
The meaning of quantitative research, according to Polit et al. (2001: 36, 167), is that 
it is the process whereby the researcher collects primary quantitative data.  Burns 
and Grovè (2005:747) state that quantitative research is a formal, objective, 
systematic process to describe and test relationships and to examine cause-and-
effect interactions among variables.  One of the characteristics of the quantitative 
paradigm is an emphasis on the quantification of constructs.  The quantitative 
researcher believes that the best, or only, way of measuring the properties of 
phenomena (e.g. the attitudes of individuals towards certain topics) is through 
quantitative measurement, i.e. assigning numbers to the perceived qualities of things 
(Babbie & Mouton, 2005:646). 
 
Babbie and Mouton (2005:232,262) state that surveys may be used for descriptive, 
explanatory and exploratory purposes.  Surveys are mainly used in studies that have 
individual people as units of analysis.  A carefully selected sample in combination 
with a standardised questionnaire offers the possibility of making refined descriptive 
and inferential assertions regarding the phenomenon in question. 
 
In this study the following survey design, namely structured, self-administered 
questionnaires (Babbie & Mouton, 2005: 258) were utilised to collect data in part 2 of 
phase one of the study. 
  
4.5.3 The explorative design: 
 
The goal of an explorative research design is to explore a relatively unknown field, or 
to obtain new insights and/or priorities in a known field, as well as to obtain new 
information (Mouton & Marais, 1989: 42, Polit, et al., 2001:19).  According to Burns 
and Grovè, (2005:357) explorative studies are not usually intended for generalisation 
to very large populations.  They are designed to increase the knowledge of the fields 
of study.  Like descriptive research, exploratory research begins with some 
phenomenon of interest. However, rather than simply observing and describing the 
phenomenon, exploratory research investigates the full nature of the phenomenon 
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and the other factors with which it is related (Polit, et al., 2001:19).  According to 
Babbie and Mouton (2005:79, 80), a large proportion of social research is conducted 
to explore a topic, or to provide a basic familiarity with that topic.  This approach is 
typical when a researcher examines a new interest or when the subject of study itself 
is relatively new.   
 
The objectives of this study, as stated, were explorational, as no data were available 
from any previous research of this nature, conducted in this area (Strydom, 2005). 
 
4.5.4 The descriptive design: 
 
Descriptive research means studies that have as their main objective the accurate 
portrayal of the characteristics of persons, situations, or groups, and/or the frequency 
with which certain phenomena occur (Polit, et al., 2001:460).  Descriptive study 
designs are utilised to gain more information about characteristics within a particular 
field of study.  The purpose of descriptive study designs is to provide a picture of 
situations as they naturally happen. 
 
In many aspects of nursing, there is a need for a clearer delineation of the 
phenomenon before causality can be examined (Burns & Grovè, 2005:232).  Burns 
and Grovè (2005:232) further stated that a descriptive design may be used for the 
purpose of developing theory, identifying problems with current practice, justifying 
current practice, making judgements, or determining what others in similar situations 
are doing.   
 
Descriptive research studies also provide descriptions of variables in order to answer 
the research questions (Burns & Grovè, 2005:356).  The spectrum of descriptive 
studies includes a large variety of types of research.  On the one hand, it is possible 
to emphasise the in-depth description of a specific individual, social event, group, 
company, or social artefact.  On the other hand, one may emphasise the frequency 
with which a specific characteristic or variable occurs in a sample. 
 
The description of phenomena may also range from a narrative type of description 
(as in historical and discourse analysis) to a highly structured statistical analysis, 
such as correlational studies (Babbie & Mouton, 2005:80, 81).   
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In this study, the information obtained from the participants in order to achieve the 
mentioned objectives, was described.  Furthermore, specific problems found in the 
management of the diabetic patient at health care clinics, in this region, were 
highlighted and described.  
 
4.5.5 The contextual design: 
 
Contextuality means a description of the research context (Holloway & Wheeler, 
1996:34).  Burns and Grovè (2005:732), further describe context, as the body, the 
world, and the concerns unique to each person within which that person can be 
understood.  Phenomena and occurrences are studied because they have a specific 
interest or benefit to the researcher or the situation. 
 
The context includes the environment and the conditions in which the study takes 
place, as well as the culture of the participants and the location of the place wherein 
the study is conducted.  The setting is the physical location of the research, for 
instance a ward in a hospital, a clinic or the community (Holloway & Wheeler, 
1996:34), where the structured and direct observation (Burns & Grovè, 2005:395) 
can take place.   
 
Researchers should understand the context in which the participants act and feel, but 
must also take account of their own location in time, space and culture.  The 
awareness of this basis for their own assumptions can help in understanding the 
meaning of the context of participants (Holloway & Wheeler, 2002: 192). 
 
The current management of DM in the health care clinics in this region, as well as the 
organisational structure of these clinics, was the focus in this research study.  The 
knowledge, or deficit thereof, pertaining to DM management, as well as the role and 
function of health workers at the health care clinics and the utilisation of existent 
health care resources by diabetic patients were the further points of focus within this 
context. 
 
The context within which the participants live, work and play was relevant in part 1 as 
well as in part 2 of phase one in the study. 
 
All of the objectives stated before, were explored and described within the specific 
context where the diabetic patients, the members of the clinic committees serving the 
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community, the relevant registered nurses, lay health workers and the co-ordinator 
for HIV/AIDS, HBC, AVR rendering services to these patients, resides (refer to 
Chapter 1, 1.2).  
 
4.6 THE RESEARCH METHOD 
 
The research method described the specific manner in which the research was 
conducted.  The research method includes specific research tools, which are 
appropriate for the study.  The study was undertaken in two phases. 
 
4.6.1 Phase one: 
 
Phase one was divided into two parts.  Part 1 was conducted only as an exploration 
or preliminary assessment to gain a deeper understanding of the specific 
organisational structure of the research context in this study.  Thus, firstly, the 
researcher explored the organisational structure of the health care clinics to 
determine the current framework for the management of patients with DM. 
 
Thereafter, in part 2, the knowledge level of the relevant groups regarding DM and 
the management thereof were explored.  The role and functions of the health care 
workers pertaining to DM management were explored by means of a quantitative 
phase to obtain specific data from all of the participating groups. 
 
The utilisation of existing health care resources by the diabetic patients was also 
researched.   
 
The method, in the first phase, consisted of the following: research target 
populations, inclusion criteria for the participants as well as the sampling method and 
size.  The research instruments, the data-collection method and the data analysis will 
follow.  The following is an outline of the method whereby this study was conducted.   
 
4.6.1.1 Part 1 of phase one  
 
After visiting all the clinics in the area and discussing the research problem with the 
relevant stakeholders, the researcher decided to include a qualitative section in the 
research design, as this plays a major role in the focus of the overall research goal.  
The full context of this research study, as well as the organisational structure 
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involved in the management of patients with DM at health care clinics in the Cacadu 
region of the Eastern Cape Province should be fully understood. 
 
(a) Target populations 
 
The target population is the entire aggregation of cases that meet a specified set of 
criteria to be studied (Polit et al., 2001:233). The target population in part 1 of the first 
phase of this research study included the following groups of participants: 
- The registered nurses in charge of the three purposely selected (explanation 
to follow) health care clinics in the research area; 
- One, most senior LHW in each of the mentioned health care clinics, who were 
available for an interview;  
- The chairpersons of the clinic committees in the afore-mentioned health care 
clinics; and 
- The co-ordinator – HIV/AIDS, HBC, AVR of the region. 
 
(i) The inclusion criteria 
 
Inclusion sampling criteria are those characteristics to which a subject or element 
must conform to be part of the target population (Burns & Grovè, 2005:343). 
 
The inclusion criteria pertaining to the target population were as follows: 
- Work, either in the clinic or in the community for at least 6 months (registered 
nurses and LHWs); and 
- Involved in this clinic for at least six months (chairpersons of CC and co-
ordinator -HIV/AIDS, HBC, AVR). 
-  
(ii) The sampling method and size 
 
The sampling plan provides details about the use of a sampling method in a specific 
study (Burns & Grovè, 2005:346).  A sampling method is the process of selecting a 
group of people, events, behaviours, or other elements that are representative of the 
population being studied (Burns & Grovè, 2005:346).   
 
A purposive sample or judgmental sample is based on the assumption that the 
researcher’s knowledge about the population can be used to hand pick the cases to 
be included in the sample (Polit et al., 2001:239).  Babbie and Mouton (2005:166) 
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further state that sometimes it is appropriate for the researcher to select a sample 
based on his/her own knowledge of the population, its elements and the nature of the 
research aims: in short, based on the judgement of the researcher and the purpose 
of the study.   
 
After direct observation and informal discussions with participants in the clinical 
settings, the researcher decided to purposely select information-rich cases from 
which a great deal about the central focus (purpose) of the study could be learned 
(Burns & Grovè, 2005:352). 
 
The three communities were selected purposively because the researcher observed, 
during the initial visits, a difference in the level of collaboration in the organisational 
structure pertaining to the clinic and the clinic committee and between these entities 
and the co-ordinator for HIV/AIDS, HBC, AVR.  One community excelled in the 
collaboration endeavour, and therefore the level of service was optimal, whereas the 
second community experienced difficulties in rendering optimal service. 
 
In the third community, the clinic and almost non-existent clinic committee, really 
struggled to work together, mainly due to political dissension.  
 
The following persons were identified to be included in the purposive sample: 
- Three registered nurses, each in charge of the three purposely selected 
 health care clinics in the research area (Annexure D); 
- Three most senior LHW in each of the mentioned health care clinics, who 
were available for an interview (Annexure E);  
- Three chairpersons of the Clinic Committees in the afore-mentioned health 
care clinics (Annexure F); and 
- The co-ordinator – HIV/AIDS, HBC, AVR of the region (Annexure G). 
 
(b) Data collection 
 
Data collection is the precise, systematic gathering of information relevant to the 
research purpose or the specific objectives, questions, or hypotheses of a study 
(Burns & Grovè, 2005: 733).  The researcher conducted ten semi-structured 
interviews and the researcher, as well as the promoters of the study, decided that 
data saturation had been achieved and that no further interviews needed to be 
conducted.    
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(i) The research instrument 
 
The interview schedules (Annexures D, E, F and G) were designed by the researcher 
with the assistance of experts in chronic disease management and members of the 
health care team working in the Local Service Area (LSA) in the municipalities of 
Kouga and Koukamma within the Cacadu region.  After consultation, approval and 
consent from important stakeholders, such as members of the health teams of the 
Kouga and Koukamma regions, the study promoters approved these interview 
schedules.   
 
The interview schedules consisted of questions, which were broad, in order to obtain 
more specific detail regarding the views of the participants pertaining to the 
organisational structure in the research context.  Questions were posed to all the 
groups of participants on their views: 
- of their own functions in the relevant settings; as well as  
- the overall functional planning, implementing and evaluation of these 
 functions. 
 
Questions were asked to the registered nurses and the LHWs: 
- pertaining to the organisational structure within the clinic;  
- with the other role players;  
- the community at large; as well as  
- within the department of health in this province.   
 
Questions were included in all the interview schedules: 
- to determine the extent of collaboration between the different stakeholders; as 
well as  
- the issue of utilising the LHWs to their fullest capacity.  
The role and function, as well as the current training of LHWs, were questioned.  
Lastly, the extent of participation of the role players in the management and/or 
education of patients with Diabetes Mellitus was explored in all participating groups.   
 
(ii) The data collection method 
 
After the relevant permission to conduct this study (Annexure A) was granted by all 
the relevant stakeholders, clinics and communities were visited and arrangements 
made with the participants to collect the data.  Arrangements were made with the 
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registered nurses in charge of the identified clinics to organise a venue (one room) to 
be utilised for the collection of data. 
All the participants from the same community were requested to come to the clinic on 
the specific date and the appointed time.   When the researcher visited the clinics on 
the specified date, informed consent was obtained (Annexure C).  The researcher 
explained the procedure on how the interviews would be conducted.  The procedure 
was as follows:  
- A core selection of questions were asked of all participants; 
- Permission was obtained from participants to allow the researcher to capture 
in writing their replies to the stated questions; 
- The time period allowed for the individual interviews was determined at 30 – 
45 minutes;  
- The researcher reassured participants that they will experience no harm, 
there will be no invasion of their privacy, or any loss of their dignity; 
- Participants were also ensured of their anonymity, as well as confidentiality in 
this matter.   
 
Notes were made, and where possible, direct statements were captured during each 
interview.  Extra field notes were made immediately afterwards on interview 
schedules to ensure that no data were lost.  Field notes were made on related and 
relevant issues mentioned during the interviews. The researcher also kept a 
reflective diary.  Completed interview schedules were sealed in envelopes to ensure 
confidentiality.  The sealed envelopes were kept by the researcher in a safe place. 
  
(c) Data analysis 
 
Data analysis is conducted to reduce, organise and give meaning to data (Burns & 
Grovè, 2005:733).  Data collected by means of the semi-structured interviews (part 1) 
were interpreted and categorised.  Thereafter they were described and the main 
themes were identified.  Data were therefore analysed according to the descriptive 
method of Tesch (cited in Creswell, 2003:192).  Tesch’s approach proposes eight 
steps to guide the researcher in the process of the coding of the qualitative data that 
were obtained: 
- Get a sense of the whole.  Read all the information and notes carefully.  Write 
down some ideas as they come to mind. 
- Pick one interview and go through it, asking, “What does it say really?”  Think 
of the underlying meaning and write your thoughts down. 
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- When you have completed this task for several informants (interviews of 
participants), make a list of all the topics.  Cluster together similar topics.  
Make columns that may be arrayed as major topics, unique topics and 
leftovers. 
- Take this list and go back to the data.  Abbreviate the topics as codes and 
write codes next to the appropriate segments of the text.  This preliminary 
organising scheme could show if any new categories and codes emerge. 
- Find the most descriptive wording for the topics and turn them into categories.  
Reduce list of categories by grouping topics that relate to one another. 
- Make a final decision on the abbreviation for each category and alphabetise 
these codes. 
- Assemble the data material belonging to each category in one place and 
perform a preliminary analysis. 
- If necessary, recode existing data. 
 
These eight steps engage a researcher in a systematic process of analysing textual 
data.  The coding process will generate a description of the setting or people for 
analysis.  Description involves a detailed rendering of information about people in a 
setting.  The coding can be used to generate a small number of themes or 
categories.  A final step in data analysis involves making an interpretation or 
assigning meaning to the data. 
 
Comprehensive and meaningful themes were described by the researcher from the 
collected data.    
 
(d) Trustworthiness 
 
Polit et al. (2001:312) state that many qualitative nurse researchers seek to evaluate 
the quality of their data and their findings through procedures that have been outlined 
by Lincoln and Guba (1985), two proponents of the naturalistic paradigm of inquiry.  
These researchers have suggested four criteria for establishing the trustworthiness 
of qualitative data and the ensuing analysis namely: credibility, dependability, 
confirmability and transferability.   
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(i) Credibility 
 
Truth-value is based on the criterion of credibility.  This refers to the findings of the 
research study being based on the discoveries of human experience as they were 
experienced and observed by the informants (participants).  These discoveries were 
not tampered with in any way by the researcher.  Strategies to ensure credibility 
included the credibility of the researcher, searching for disconfirming evidence, 
triangulation, member checking, peer examination, prolonged engagement and 
persistent observation (Polit et al., 2001:313,314).  The following strategies were 
applied to this study: 
- The credibility of the researcher, in that the researcher is a postgraduate 
student who has completed previous research studies successfully and who 
was supervised in this study by three promoters, each of them experts in their 
specific research field.  Furthermore, the researcher is a registered nurse with 
more than twenty years experience in patient - and student education - as 
well as in delivering nursing care; 
- Searching for disconfirming evidence, in that a purposive sampling method 
was used for all groups of participants and it was further facilitated by; 
- Prolonged engagement and persistent observation.  The latter was achieved 
in that the researcher stayed in the field until data saturation occurred.  
Credible data collection was obtained by persistent observation in that the 
researcher focused on the aspects of the situation that were relevant to this 
study.  The researcher spent time in the field before and during the research 
process, concentrating on the organisational structure of the health care 
clinics and the influence thereof, on service delivery; 
- Data source triangulation, in that multiple data resources were used to obtain 
and to collect data on the same topic.  The researcher obtained data from 
four different groups of participants, using different question schedules in 
order to gain information pertaining to the organisational structure in health 
care clinics and the possible problems that might exist.  The researcher made 
his/her own observational notes during engagement in the field. The 
researcher systematically collected documentation that allowed the external 
reviewers (study promoters) to scrutinise and to confirm the credibility of the 
results. 
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(ii) Dependability 
 
The dependability of qualitative data refers to data stability over time and over 
conditions (Polit et al., 2001:315).  The criterion for consistency is dependability, 
which refers to the researcher attempting to account for the changing conditions to 
the chosen research phenomenon and the changes in design.  Guba and Lincoln (in 
Babbie & Mouton, 2005: 278) stated that since there can be no validity without 
reliability (and thus no credibility without dependability), a demonstration of the 
former is sufficient to establish the existence of the latter. 
 
If it is possible, using the strategies outlined in relation to credibility, it ought not to be 
necessary to demonstrate dependability separately.  
 
(iii) Confirmability 
 
This refers to the objectivity or neutrality of the data, such that two or more 
independent people would agree on the relevance or meaning of the data.  The 
criterion for neutrality is confirmability.  It places the evaluation on the data.  
Strategies used to ensure confirmability included triangulation (Polit et al., 2001:316).  
In this study, the following strategy was applied: 
- Triangulation, in this study specifically, data source triangulation, as described 
earlier.  
 
(iv) Transferability 
 
Transferability refers to the extent to which the findings from the data can be 
transferred to other settings or groups and is thus similar to the concept of 
generalisability.  This is, to some extent, an issue relating to sampling and design 
rather than to the soundness of the data per se.  Transferability is the criterion 
against which applicability is assessed (Polit et al., 2001:316).  This part of the 
research study was not conducted to generalise findings, but rather to gain in-depth 
understanding of the research context and landscape. 
 
The researcher, thus, attempted to enhance the possibility of transferability by 
applying the following strategies in this study: 
- A rich or thick and comprehensive description of the data in context that 
served as a base of knowledge for the following part of phase one of this 
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study and to transport readers to the setting and give an element of shared 
experiences; 
- The use of purposive sampling to maximise the range of specific information 
that can be obtained from and about the context, by purposely selecting 
locations and informants that differ from one another.  In this study, four 
different groups of participants from three different health care clinics and 
their relevant communities were used. 
-  
4.6.1.2 Part 2 of phase one 
 
After completion of part 1 phase one of this study, the researcher continued with part 
2, which was the quantitative section of this research study.  
 
(a) Target populations 
 
The target population in the second part of this research study included the following 
groups of participants: 
- All registered nurses working in the 22 health care clinics (group 1), all the 
lay health workers involved in the 22 health care clinics and relevant 
communities (group 2) and diabetic patients visiting the 22 health care clinics 
(group 3).   
 
The research population is sometimes referred to as the target population and an 
accessible population is the portion of the target population to which the researcher 
has reasonable access (Burns & Grovè, 2005:342). 
 
(i) Health care workers (Groups 1 and 2) 
 
Health care workers include the registered nurses with formal, tertiary education in 
permanent posts as well as the lay health workers with informal and sometimes only 
in-service education and training.  In most cases, the LHWs are working as 
volunteers. 
 
• The inclusion criteria 
The inclusion criteria pertaining to both these groups of participants were as follows: 
- Work in one of the identified 22 clinics in the research area, either as a 
registered nurse or a LHW; 
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- Have at least 1 year experience working with diabetic patients; and 
- Be willing to participate in this study.  
 
Registered nurses (Group 1) 
 
The target population consisted of all 28 of the registered nurses working in the 22 
clinics of the research area.  A successful effort was made to include all 28 of the 
registered nurses employed at the above-mentioned clinics during the time of data 
collection. 
 
LHWs (Group 2) 
 
All 129 of the LHWs were included in the target population.   
 
 (ii) Patients diagnosed with DM (Group 3) 
 
The patient target population, according to what could be determined from the patient 
records of the clinics (approximately 1 200 participants), was made up of all the 
diabetic patients regularly attending the mentioned 22 clinics within the research area 
during the time period of 6 weeks (August – September 2005).  This time period was 
set aside for data collection. 
 
• The inclusion criteria 
The inclusion criteria for the diabetic patients were as follows.  The patients must: 
- Have been diagnosed with Diabetes Mellitus, type 1 or type 2; 
- Have been diagnosed for at least 6 months; 
- Be willing to participate in the study; 
- Be representative of both gender groups; 
- Represent the three main culture groups in the Eastern Cape, namely: Xhosa, 
Coloured and  White; and 
- Attend the clinics, during the data-collection period, in the Kouga and 
Koukamma areas within the Cacadu region of the Eastern Cape. 
 
• The sampling method and size 
All patients adhering to the inclusion criteria who visited the clinics in the randomly 
selected time-period formed part of the sample in this research study.  
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(b) Data collection 
 
The study was conducted by means of questionnaires completed by the registered 
nurses, the LHWs and the diabetic patients in all the clinics within the specific part of 
the Cacadu region of the Eastern Cape.   
 
(i) The use of field workers 
 
Due to the vast geographical area, field workers were used to assist with the data 
collection process.  The researcher decided to select the 129 LHWs who took part in 
the study as field workers.  All of the selected field workers received training from the 
researcher about the management of and the completion of the questionnaires, as 
well as to assist the diabetic patients who were illiterate to complete the 
questionnaires. 
 
• The research assistant 
The registered nurse in charge of non-communicable diseases in both the Kouga and 
Koukamma municipalities, employed by the Department of Health, was approached 
to act as the research assistant.  This person was selected to be the research 
assistant because she was also involved when the questionnaires were designed 
and tested.  She is very knowledgeable regarding DM and is known and respected 
by the participants in the region where the research was undertaken.  She was 
educated on how to assist with the data-collection process of participants of group 1 
(registered nurses) and group 2 (LHWs).  She also assisted the researcher to obtain 
informed consent from both groups.   
 
She further assisted with the explanation to these participants on how to complete 
their own questionnaires.  She assisted with the training of the field workers (LHWs) 
to enable them to collect data from the diabetic patients (group 3).   
 
• Lay Health Workers as field workers 
Permission was obtained from all 129 of the LHWs (group 2, in this study) who were 
willing to act as field workers, to assist the diabetic patients in completing the 
questionnaires.  It was decided to utilise the services of the lay health workers to act 
as field workers because they had good relationships with the diabetic patients 
attending the clinics.  The LHWs are also from the same culture groups, speak the 
same language and they are living amongst the patients. 
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A specific date was decided upon when training sessions for field workers would take 
place.  The LHWs were educated and trained by the researcher and the research 
assistant pertaining to the matter of informed consent, as well as the completion of 
the questionnaires by the diabetic patients. 
 
(ii) Group 1: Registered nurses 
 
The questionnaire, as well as the method of data collection used for this group of 
participants, will now be discussed. 
 
• The research instrument 
Data were collected from registered nurses by means of the ADKnowl questionnaire 
(Speight & Bradley, 2001: 626), (see Annexure H).  This questionnaire offers several 
advantages over the previous measuring instruments for diabetes-related knowledge 
assessment in the United Kingdom.  One of the advantages was, that it was found 
that knowledge needs to be measured item-by-item, and the benefits of the improved 
knowledge assessed, with respect to specific, relevant outcomes if the role of 
knowledge in improving outcomes is to be demonstrated (Speight & Bradley, 2001: 
627). 
 
This questionnaire was designed to be completed by diabetic patients, as well as by 
health care professionals, such as doctors and registered nurses.  Permission to use 
the ADKnowl questionnaire in South Africa was obtained from the designers of the 
questionnaire residing in the United Kingdom.  (See Annexure A).  An additional 
section (section A) was added to the existing questionnaire to contextualise it to the 
SA conditions, the specific culture groups included in this study, as well as the 
working conditions of the participants.   
 
Section A 
Section A of this questionnaire consisted of the following: 
-Biographical details of the registered nurses, which included gender, home 
language, race and age; 
-Education and experience in the management of DM detail were included in this 
section; 
-Additional questions on the knowledge concerning blood glucose; 
-Information regarding the level of education of the LHWs; as well as  
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-The functions of the LHWs working in the clinics where these registered nurses are 
their supervisors. 
 
The questionnaire included section B (ADKnowl questionnaire) which featured 
questions with the three options of true, false and do not know, regarding the 
knowledge of DM.  It included 27 item-sets (114 items) relating to the following: 
-Diet and food; 
-Treatment;  
-Sick days (where patient feels ill, but it is not related to DM); 
-Foot care;  
-Hypoglycaemia;  
-Effects of physical activity on DM; 
-Effects of smoking and alcohol on DM; as well as. 
-Reducing the risk of complications.   
 
Two item-sets relating to blood glucose monitoring and control were open-ended 
questions, whereby the registered nurses gave their own opinions and experiences. 
 
Item sub-groups in the questionnaire for the registered nurses were similar to those 
of the questionnaires used for the LHWs and diabetic patients.  The questionnaire 
used for the registered nurses placed greater emphasis on the different treatment 
regimes and more in-depth questions relating to food groups, as well as the foot care 
of the diabetic patients. 
 
• The data-collection method 
After permission to conduct this study was obtained, clinics were visited and 
arrangements made to collect data.  When the researcher and the research assistant 
visited the clinics, the questionnaires, in envelopes, were distributed by hand and 
they were explained to the registered nurses by the researcher, after informed 
consent was obtained from each participant.  The registered nurses were requested 
to complete the questionnaires before going off duty, using the self-administered 
questionnaire method (Polit et al., 2001:186). 
 
They were given 6 hours to complete the questionnaires, as they were very busy with 
their duties in the clinics.  The registered nurses were requested not to consult any 
sources of information while completing the questionnaires.  They were also asked to 
complete the questionnaires on their own and not to work together.  They were given 
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permission by their supervisors to complete the questionnaires at the clinic whilst on 
duty. 
 
This was done to prevent them from consulting textbooks or any other information 
sources, as well as to not overload them with extra work at home.  Completed 
questionnaires were sealed in envelopes and stored in a secure place in the clinics, 
until the researcher collected them.  The researcher collected the envelopes at the 
pre-arranged date and time.  The researcher and research assistant visited the 
clinics at random to ensure that the data-collection process was being done correctly 
and accurately. 
 
(iii) Group 2: Lay Health Workers 
 
The questionnaire and method of data-collection used for the LHWs will follow. 
 
• The research instrument 
Data were collected from the LHWs by means of a questionnaire (see Annexure I).  
This questionnaire was designed by the researcher with the assistance of experts in 
chronic disease management and members of the health care team working in the 
Local Service Area (LSA) in the municipalities of the Kouga and Koukamma within 
the Cacadu region and the statistician appointed to assist with this study. 
 
The study promoters approved this questionnaire after consultation and approval 
from important stakeholders, as mentioned above.   
 
The questionnaire was divided into sections A, B and C.   
 
Section A  
This section included the biographical details of the lay health workers, concentrating 
on gender, race, age and home language.  This section also included social details, 
such as the educational level of the lay health workers.  Furthermore, in this section, 
education of the LHWs in the field of diabetes management, as well as any working 
experience in health care settings where diabetic care is provided, were assessed.  
 
Section B  
This section consisted of items regarding the lay health worker and their diabetic 
patients, such as:  
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-The number of patients seen per day; 
-The opportunity for health education; as well as  
-Important topics for health education.   
 
In this section, different options were given where the lay health worker ticked the 
appropriate block.  Open-ended questions relating to the knowledge of DM were also 
included.   
 
Section C  
Section C was made up of yes, no and do not know options regarding the knowledge 
of DM.  The options or questions were referred to as items and the heading of a 
group of questions related to the same issue was referred to as item-sets.  This 
section included 20 item-sets (70 items) relating to: 
-Diet and food, 
-Treatment,  
-Sick days (days of feeling unwell not related to DM, e.g. influenza or gastric 
problems), 
-Foot care,  
-Hypoglycaemia,  
-Effects of physical activity on DM,  
-Effects of smoking and alcohol on DM; as well as  
-Reducing the risk of complications.   
 
Two item-sets relating to blood glucose monitoring, were open-ended questions, 
whereby lay health workers gave their own opinions and experiences.  One item-set 
pertaining to the knowledge of Diabetes Mellitus also had an open-ended option. 
 
• The data-collection method 
After the relevant permission to conduct this study was granted by all the relevant 
stakeholders, clinics were visited and arrangements made with the LHWs to collect 
the data.  Arrangements were also made with the registered nurses in charge of the 
mentioned clinics for the LHWs to complete the questionnaires “on duty” time.  A 
venue (one room) was organised for the collection of data.  All the LHWs working in 
the same clinic and/or community were called upon at the same time, as there were 
not more than nine participants per venue. 
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When the researcher and the research assistant visited the clinics, the 
questionnaires, in envelopes, were distributed by hand.  The procedure on how to 
complete the questionnaires was explained to the lay health workers by the 
researcher and research assistant, after the necessary informed consent was 
obtained. The time period allowed for the completion of questionnaires was 
determined at 30 – 45 minutes. 
 
Participants were reassured and the researcher and research assistant assisted 
LHWs in completing the questionnaires, where needed.  Completed questionnaires 
were sealed in envelopes and the researcher collected the envelopes immediately 
after completion. 
 
The researcher and research assistant visited all 22 clinics personally to complete 
the data-collection process.  The sealed envelopes with completed questionnaires 
from the lay health workers were kept by the researcher in a safe place. 
 
(iv) Group 3: Patients diagnosed with DM 
 
The research instrument, as well as the method of data collection used for the 
diabetic patients will now follow. 
 
• The research instrument 
Data were collected from the diabetic patients by means of a questionnaire (see 
Annexure J).  This questionnaire was designed by the researcher with the assistance 
of experts in chronic disease management and members of the health care team 
working in the Local Service Area (LSA) in the municipalities of the Kouga and 
Koukamma within the Cacadu region and the statistician appointed to assist in this 
study. 
 
The study promoters approved this questionnaire.  The questionnaire was only 
implemented after consultation and approval from the mentioned stakeholders.  All 
questionnaires also successfully passed the pilot studies.  Pilot studies in this 
research study will be described in 4.6.1.3. 
 
The questionnaire was divided into sections A, B and C.   
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Section A  
This section included the biographical and lifestyle details of the patients.  The 
biographical details included the following: gender, home language and race, 
whereas the social detail included marital status and the number of dependants of 
the patients.  Questions were also included to obtain information regarding the 
educational level and economic status of the participants.  Lifestyle details included 
alcohol and drug (“dagga”) consumption as well as the smoking of tobacco.  One 
item enquires about the distance from the nearest medical facility, clinic or doctor. 
 
Section B 
Section B comprised items regarding the patient and the disease Diabetes Mellitus, 
such as: 
-Their medical history and disease profile; 
-Regime of treatment; and  
-Views as a diabetic patient utilising the state health facilities or health care 
resources.   
 
In this section, different options were given where the patient ticked the appropriate 
block.  Open-ended questions on the knowledge of the types of DM and the different 
methods of testing blood glucose were to be completed. 
 
Section C  
Section C consisted mostly of yes, no and do not know options regarding the 
knowledge of DM.  It included the same item-sets as the questionnaire for the lay 
health workers.  Two item-sets were related to patient care and were open-ended 
questions, whereby patients gave their own opinions and experiences.  One item-set 
regarding the knowledge of Diabetes Mellitus also had an open-ended option. 
 
All three questionnaires, including those of the registered nurses, as well as the 
adapted questionnaires of the diabetic patients and those of the LHWs: 
- Targeted knowledge deficits regarding measurable clinical outcomes; 
- Made direct use of both correct and incorrect responses; 
- Included only those incorrect statements that are known to be common or 
serious misconceptions; and 
- Discouraged guessing through provision of a “don’t know” option in the 
questionnaires. 
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• The data-collection method 
After permission was granted by all the stakeholders to conduct this study, clinics 
were visited and arrangements made with the field workers to collect the data.  The 
time period allowed for the distribution process and the completion of questionnaires 
was determined for a six-week period, to enable all patients who attended clinics 
monthly, to be included in the study.   
 
When patients attended the clinics, the questionnaires, in envelopes, were distributed 
by hand and explained to the patients by trained field workers (LHWs), after informed 
consent was obtained.  A specific, quiet place in the waiting room of the clinic was 
selected for the patients to complete the questionnaires.  Patients were given 30 to 
45 minutes to complete the questionnaires.  Field workers reassured patients and 
assisted those patients who were illiterate to complete the questionnaires. 
 
Polit et al., (2001:464) referred to this method as utilisation of the formal instrument 
(questionnaire, in this case), in a structured manner that specifies the wording of all 
questions to be asked of participants.  Trained field workers posed the questions to 
the diabetic patients and completed the questionnaires accurately and with the 
consent of the patients.  Questionnaires were sealed in envelopes, immediately after 
completion and stored in a secure place in the clinics, by the field workers until the 
end of the six-week period. 
 
The researcher collected the envelopes on the pre-arranged date and time.  The 
researcher and the research assistant visited the clinics from time to time, during the 
six-week data-collection period, to assist field workers and patients and to ensure 
that the data-collection process was done correctly and accurately. 
 
Four hundred and seventy-one (471) questionnaires were distributed by hand to 
diabetic patients who were visiting the 22 clinics in this region during the six-week 
period set aside for data collection.  The number of completed questionnaires that 
were collected by the fieldworkers was 361.   
 
(c) Data analysis 
 
The purpose of data analysis is to sift, sort and organise raw data obtained during the 
data collection phase, systematically and in such a way that themes, trends and 
patterns of relationships can be detected.  The interpretations, which emerge from 
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this process, address the original research questions and assist in achieving the 
research objectives (Polit et al., 2001: 329). 
 
Data collected by means of the questionnaires were analysed as follows: close-
ended questions were coded for statistical computer analysis, open-ended questions 
were interpreted and categorised.  The designers of the ADKnowl questionnaire 
provided clear and comprehensive guidelines on the analysis of the questionnaire.  It 
was also recommended that ADKnowl items be scored individually in order to identify 
specific knowledge deficits (Speight & Bradley, 2001: 629). 
 
Data analysis of the questionnaires was done by means of descriptive statistics.  
Descriptive statistics assisted the researcher in organising the data in ways that gave 
meaning and insight to the phenomenon being studied.  Frequency tables and 
inferential statistics were used to organise and display the data in a concise manner.  
Inferential statistics were used to generalise the findings from the sample to 
equivalent populations.   
 
A statistician assisted with the analysis of the data to ensure accurate statistical data, 
as well as the accurate representation of the data.  The data capturing and coding 
were done by using the computer programme Microsoft Excel, 2003 and the analysis 
of data was done by utilising “Statistica”, version 7.1, 2005.  Data were described 
based on the findings of the questionnaires.  Important, relevant and interesting 
findings were highlighted by means of tables, figures and graphs. 
 
(d) Reliability and validity 
 
Reliability and validity are important measures by which the quality of a quantitative 
data collection instrument can be evaluated (Polit et al., 2001: 303,305).  The 
reliability and validity of an instrument, and thus of the research, are not very 
independent qualities.  A measuring device that is not reliable cannot possibly be 
valid (Polit et al., 2001:308). 
 
The assistance of an experienced statistician was utilised during the preparation 
phases of this study, as well as during the analysis of the data and strict reliability 
and validity measures, such as the utilisation of standardised software for computer 
programmes, were implemented throughout the study.  
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(i) Reliability 
 
Reliability refers to the consistency with which an instrument measures the attribute 
being studied (Polit et al., 2001:305).  Another way of defining reliability is in terms of 
accuracy.  An instrument is reliable if its measures accurately reflect the true 
measures of the attribute.  A reliable measure is one that maximises the true score 
component and minimises the error component in a score (Polit et al., 2001:305). 
 
Reliability is furthermore also concerned with how consistently the measurement 
technique measures the concept of interest (Burns & Grovè, 2005: 374).   
 
The structured questionnaire (ADKnowl questionnaire discussed in Speight & 
Bradley (2001: 626), that was used for group 1 (registered nurses) in this study is an 
existing questionnaire that has been used in various research studies.  The 
questionnaire has been developed over several years; it is informed by interviews 
with health care professionals, including doctors, dieticians, chiropodists and diabetic 
specialist nurses.   
 
Members of the British Diabetic Association’s Information and Audit Group and their 
diabetes care teams completed and gave detailed comments on items in the pilot 
questionnaire (Speight & Bradley, 2001: 627-628).  The ADKnow questionnaire is 
widely used in Europe and has been tested and re-tested, thus continuous 
consistency in scores was found to enhance reliability (Speight & Bradley, 2001: 626-
628). 
 
The structured questionnaires used for group 2 (LHWs) and group 3 (diabetic 
patients) were designed by the researcher, utilising the ADKnowl questionnaire as a 
point of departure.  These questionnaires were adapted to suit the SA context, as 
well as taking cognisance of the level of education of the participants in this study. 
 
 It was submitted to the study promoters of the researcher, who are experienced in 
the field of Nursing Science, Nursing Education and Biochemistry, as well as 
Research Methodology, for their input and suggestions. These questionnaires were 
improved and found feasible and successful during the pilot studies (see 4.6.1.3) 
done before the commencement of the actual research study.   
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(ii) Validity 
 
The validity of an instrument is a determination of the extent to which the instrument 
accurately reflects the abstract concept being examined or the degree to which a 
measurement strategy measures the construct it was designed to measure (Burns & 
Grovè, 2005: 376).  Validity in research is concerned with the accuracy and 
truthfulness of scientific findings (Brink, 2000:168).  Overall validity in this study was 
ensured by: 
 
- Conscientiously adhering to the research process; 
- Not moving out of the field of research and being consistent in the way that 
the  questionnaires were administered; and  
- Ensuring that the participants understood clearly the nature of the research, 
why the research was being conducted, what was being studied, how data 
were to be collected and what would happen with regard to the findings; and 
- Recording the obtained results accurately. 
 
The following types of validity were used to judge the accuracy of the instruments 
used during the research study. 
 
• Face validity 
Face validity refers to whether the instrument looks as though it is measuring the 
appropriate construct (Polit et al., 2001:309).  Face validity basically verifies that the 
instrument looks as if it is valid, or gives the appearance of measuring the content 
(Burns & Grovè, 2005: 377).  This is subjective and the researcher decides merely by 
looking at the instrument whether it has validity or not. 
 
In this research study, the different research promoters with extensive clinical, 
research and supervising skills, as well as the registered nurse in charge of non-
communicable diseases, in both the Kouga and Koukamma municipalities, employed 
by the Department of Health, who acted as the research assistant, evaluated and 
approved the data-gathering instrument to assess face validity. 
 
The assistance of a medical practitioner extensively involved in the management of 
patients with DM was also utilised.  It was found that the instruments were designed 
using an acceptable format in the presentation of the questions.  Clear and 
 
 
 
142 
 
understandable wording was used.  Furthermore, the questionnaires appeared to be 
relatively easy to use. 
 
• Content validity 
Content validity is concerned with adequacy of coverage of the content area being 
measured (Polit et al., 2001:309).  Content validity is particularly relevant for tests of 
knowledge.  To establish content validity, the development of the instrument is the 
first step; the procedures used to develop or select items for the instrument that are 
representative of the domain of the construct must be described.   One helpful 
strategy commonly used is to develop a blueprint or matrix and submit it to a panel of 
experts to ensure that the items are appropriate, accurate and representative (Burns 
& Grovè, 2005: 378). 
 
Teams of health professionals are constantly perusing the existing questionnaire 
(ADKnowl) globally.  Well-designed prospective intervention studies will yield the 
most valuable evidence of the ADKnowl’s sensitivity to change and predictive validity.  
Knowledge alone may not be sufficient to predict outcomes, but it is a pre-requisite of 
good diabetes management (Speight & Bradley, 2001:632). 
 
This research study also played a part in the developing process of this 
questionnaire, as the researcher will, in due course, notify the designers of the 
outcome of this study. 
 
Content validity in this study was ensured by: 
- Making correct references and interpretations of the literature sources; 
- Following a valid nursing model of care, “Dever’s epidemiological 
perspective”, as the theoretical grounding. Questionnaires contained issues 
on the following elements: human biology and physiological function (e.g. 
classification of DM and medication), social environment (e.g. culture and 
beliefs), lifestyle (e.g. employment, injury, diet and exercise) and health care 
system (e.g. availability, accessibility and utilisation of clinics); 
- Using an existent valid and reliable instrument (questionnaire) regarding fact 
and content values, being the ADKnowl questionnaire, as designed by 
Professor Claire Bradley of the Psychology Department at the University of 
London for group 1 (registered nurses) in the study; 
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- Adapting the designed questionnaires for groups 2 (LHWs) and 3 (diabetic 
patients), by utilising the ADKnowl questionnaire as the point of departure; 
and  
- Consulting with experts in clinical nursing practices, as well as nursing 
research specialists; and 
- By continuous personal involvement by the researcher throughout the 
research process.  
 
4.6.1.3 Pilot studies 
 
Two pilot studies were undertaken before the research study was conducted, to 
ensure that the different research instruments complied with all the necessary quality 
measures.  This was done by: 
- Selecting three (3) health care clinics in the Sundays River region, which are 
outside the research area, i.e. not part of the 22 clinics used in the study.  The 
Kouga and Koukamma municipalities that formed the basis of this research 
study are part of the Local Service Area (LSA) of the Department of Health, 
which also includes the Sunday’s River municipality.  Thus, the organisational 
structure, as well as the biographical details of the population and the 
geographical characteristics in the region, are similar to those in the research 
area; 
- The results obtained from the pilot studies were not included in the final 
analysis, as the health care clinic utilised did not fall in the research area; and 
- It merely served as a test to evaluate and formalise the research instruments. 
 
(a) Part 1 of phase one 
 
A pilot study was conducted to identify any shortcomings in the instruments 
(interview schedules), interviewing techniques and the processes that were to be 
followed.  It was done by: 
- Interviewing the registered nurse in charge of a selected health care clinic in 
the Sundays River region; 
- Interviewing the most senior, available LHW and the chairperson of the clinic 
committee from the same health care clinic, as mentioned above. 
Permission was obtained from the relevant stakeholders and a date and time were 
arranged for data collection at the specific clinic in this region.  It was decided to 
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arrange for all the participants to meet at the same venue, on the same day, but at 
different times. 
 
This arrangement would make it more convenient and less disruptive for the daily 
organisation of the clinic.  The researcher explained the procedure in each case to all 
the participants after the informed consent was obtained.  Participants were 
reassured and told that the interviews would each take between 30 and 45 minutes.  
The researcher conducted all semi-structured interviews successfully. 
 
There were no difficulties with the questioning and the interpretation of the questions 
and interview schedules were used unchanged. 
 
(b) Part 2 of phase one 
 
Before the commencement of the comprehensive research study, another pilot study 
was conducted to ensure that the questionnaires were reliable and valid, but that the 
data collected were not spoilt.  It was done by: 
- Distributing 3 questionnaires, for completion, to registered nurses working in 
health care clinics in the Sunday’s River region; 
- Distributing 5 questionnaires, for completion, to lay health workers working in 
the same clinic as mentioned above; 
- Distributing 5 questionnaires, for completion, to the diabetic patients visiting 
the same clinic in the Sunday’s River region.  
 
Permission was obtained from the relevant stakeholders and a date and time were 
arranged for data collection at the specific clinic in this region.  It was decided to 
arrange for all participants from the different groups to be together in one venue and 
at the same time, to make it more convenient for all participants, the researcher, and 
the research assistant. 
 
The researcher and the research assistant explained the procedure to all the 
participants after the informed consent was obtained.  The participants were 
reassured and given 30 to 45 minutes to complete the questionnaires.  The 
researcher and the research assistant assisted participants in completing the 
questionnaires, where needed. 
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During the pilot study, the researcher also observed the ability of the research 
assistant to assist those participants needing help.  There were no difficulties with the 
interpretation and completion of the questionnaires, and the questionnaires were 
used unchanged. 
 
4.6.2 Phase two 
 
The process of developing specific predictions from general principles is called 
deductive reasoning (Polit et al., 2001:460).  In this research study, it was applied as 
follows: 
- Evidence of the high incidence of Diabetes Mellitus worldwide, and also in SA 
gave rise to concerns, not only for the individual, but also for the health 
institutions in the country; 
- Prevention of the phenomenon of DM, by providing proper health education, 
early detection of the disease and the good management thereof, remained 
important issues; 
- Evidence of inadequate management of patients with DM in the  
organisational structure of health care clinics in the research area; 
- A deficit in the knowledge level of all participating groups pertaining to DM in 
the research area, as well as a dire need for health education regarding DM; 
and 
- An inadequate understanding of the roles and functions of the registered 
nurse and the LHW regarding the management of patients with DM were 
found. 
 
According to Babbie (2001:24,25), one very specific implication of the unified science 
ideal is that positivists continue to argue that the social sciences should also follow 
the same model as the natural sciences when it comes to explaining behaviour.  This 
model, which became known as the DN-model of explanation (deductive-
nomological), is still very influential today. 
 
The DN-model regards the explanation of a specific event or phenomenon as a 
deductive argument whereby the event or phenomenon to be explained is directly 
related to a larger, comprehensive class of similar phenomena. 
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Burns and Grovè (2005: 8), as well as Polit et al. (2001:11,460) also state that 
deductive reasoning moves from the general to the specific, or from a general 
premise to a particular situation or conclusion. 
 
An ideal structure was to be created and this ideal structure could be used as a 
blueprint or point of departure whereby the proposed guidelines could be designed.  
These guidelines were to improve or solve all the problems encountered at the 
moment, as well as to address the shortcomings that prevent the optimal functioning 
and rendering of care to diabetic patients. The method to be used for this design had 
to take into consideration the policies, frameworks and guidelines pertaining to this 
issue from the DOH and compare them with the results found in this study. 
 
Shekelle, Woolf, Eccles and Grimshaw (1999:593) considered five steps in the initial 
development of an evidenced-based guideline.  Thereafter, the dissemination, 
implementation and evaluation of the guidelines will be described.  The five steps 
are: 
- identifying and refining the subject area by prioritising topics; 
- convening and running guideline development groups made up of persons 
that are representative of the larger community for whom the guideline is 
intended, also ensuring that the groups is multi-disciplinary (Thompson & 
Dowding, 2002:152) ; 
- on the basis of systematic reviews, the group assesses and synthesises the 
evidence on the question, condition or situation; 
- the evidence is then translated into a guideline, taking into consideration 
issues such as costs and generalisability;  and thereafter 
- external reviewers such as potential users of the guidelines, content topic 
experts, as well as guideline methodologists, give comments regarding the 
style and content of guidelines, as well as their validity, clarity and 
applicability (Shekelle et al., 1999:596). 
 
Dissemination implies bringing the guidelines to the attention of the intended users.  
One of the reasons why guidelines fail to bring about change is that they do not 
reach the intended users. Guidelines should be published and disseminated to all 
concerned, as well as explained at educational interventions, such as seminars 
(Thomson, Lavender & Madhok, 1995:238). 
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Implementation goes hand in hand with dissemination.  Importantly, the guidelines 
should be implemented from top management down to middle management and 
further, but that can only be achieved if practitioners and patients alike are involved in 
the process. The process of the evaluation of guidelines, or the auditing and updating 
of guidelines, should be included in the development process from the beginning.  
Evaluation or auditing on the efficiency of the guidelines should be planned and 
executed at regular intervals (Thomson et al., 1995:239, Shekell at al., 1999:596). 
 
Thomson et al., (1995:240) stated that there is no single format for presenting 
guidelines.  Several presentations can be used, according to such factors as the 
target group, the intended use and user, and the topic chosen.  A combination of text, 
algorithms and option lists and/or diagrams can all be used as long as the end 
product is explicit, logical and unambiguous.  Preferably, a rationale should 
accompany the guidelines, describing the evidence and the route of arriving at the 
decisions contained in the guidelines.   
 
In this study, the guidelines that were developed are only proposed guidelines, 
because not all the steps in the development process were completed.  The method 
used by the researcher was as follows: 
- identifying and refining the subject area by prioritising topics (qualitative and 
 quantitative research process, extensive literature research as well as the 
 drawing of conclusions); 
- evidence (results) of research or the conclusions drawn were then translated 
 into guidelines, taking into consideration financial implications and 
 generalisability; 
- assisted by the guiding principles in the development of guidelines (Todd, 
 et al., 1998:6) to assess the robustness of the developed  guidelines; 
- the set of guidelines were then perused by nurse experts in the clinical setting 
 as well as the study promoters in order to refine them; 
- the guidelines will be reviewed for clarity, validity and applicability by 
 health care professionals, because the researcher has to publish articles on 
 the study in a professional, peer reviewed journal; 
- guidelines will not be disseminated, implemented or evaluated by the 
 researcher as it is not part of this study, but the guideline development  
 process will be completed  as a post-doctoral study by the researcher. 
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4.7 THE ETHICAL AND LEGAL CONSIDERATIONS 
 
 Research ethics provide researchers with a code of moral guidelines on how to 
conduct research in a morally acceptable way.  Polit et al (2001:75) explained the 
Belmont Report (1978) as consisting of three ethical principles on which standards of 
ethical conduct in research are based: beneficence, respect for human dignity and 
justice. 
 
The following aspects regarding ethics in research have been considered 
comprehensively and thoroughly in this study: 
 
• Permission to conduct the research / to use ADKnowl questionnaire  
Letters, to obtain permission to conduct this research project, were written to the 
authorities concerned.  The authorities involved were the Kouga municipality and the 
Department of Health of the Eastern Cape Province who oversee the Koukamma 
municipality within the Cacadu region.  (See Annexure A).   
 
Furthermore, a letter to obtain permission to use the ADKnowl questionnaire in South 
Africa was obtained from the designer of the questionnaire, Professor Claire Bradley 
of the Psychology Department at the University of London. (See Annexure A). 
 
• Approval of the research proposal 
Approval of the research proposal for this study was sought from the Committee for 
Advanced Degrees of the Faculty of Health Sciences from the Nelson Mandela 
Metropolitan University, as well as the Human Ethics Committee of the same 
University.  (See Annexure B). 
 
• Informed consent 
Each participant was requested to sign a consent form, which was formulated 
according to the guidelines prescribed by the Human Ethics Committee of the Nelson 
Mandela Metropolitan University in Port Elizabeth.  (See Annexure C.)  This form 
acknowledges that participants’ rights will be protected during data collection 
(Creswell, 2003: 64).  This form also included the purpose of the study, so that those 
individuals understood the nature of the research and its likely impact on them 
(Creswell, 2003:64). 
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The benefits of the study that would accrue to the individual were explained.  The 
participants were informed that the results of this study would be published.  The 
signatures of both the participant and the researcher agreeing to these provisions 
were visible on the consent form (Creswell, 2003:65). 
 
• No deception 
Participants were fully informed about the objectives of the study, thus avoiding the 
problem of deception.  The participants had the right to ask questions and were 
informed on what to anticipate in the research (Creswell, 2003:64, 65). 
 
• Right to withdraw 
Participants were advised regarding their right to withdraw from the study.  (See 
Annexure C.)  According to Creswell (2003:64), the participant has the right to 
participate voluntarily and the right to withdraw at any time, so that the individual is 
not being coerced into participation. 
 
• Full disclosure 
Participants would have access to the results of the project and the framework 
emanating from it. (See Annexure C). 
 
• Confidentiality 
Confidentiality refers to not sharing information from the participants without their 
permission or authority (Burns & Grovè, 1992: 164).  Participants were assured of the 
confidential nature of their participation. (Refer to Annexure C). 
 
• Anonymity 
According to Babbie and Baker (in De Vos, 1998: 28), anonymity means that no one, 
including the researcher, should be able to identify any participants after the research 
had been completed.  The names of the participants were not required and the clinics 
at which the research was conducted were not revealed. 
 
• Risks 
The researcher guaranteed that the participants would not experience any harm, 
invasion of their privacy, or any loss of their dignity.  (See Annexure C). 
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Researchers need to respect research sites so that the sites are left undisturbed after 
a research study.  This requires that field workers and researchers involved in 
prolonged interviewing or assisting participants with the completion of their 
questionnaires, at a site, must be cognisant of their impact and minimise their 
disruption of the physical setting. 
 
For example, they might time their visits so that they intrude as little as possible on 
the flow of activities of participants (Creswell, 2003:65).  A provisional meeting was 
held with the stakeholders in these regions and the purpose of the research and the 
time schedule were discussed.  It was also decided at this meeting that patients 
would complete questionnaires in private and that field workers would keep 
confidential all information pertaining to the patients known to them.  
                                                                                                            
4.8 SUMMARY OF CHAPTER 
 
In this chapter the research design and method, data collection, data analysis as well 
as the quality of the research methods utilised in this study were discussed.  The 
ethical and legal considerations in the study were furthermore emphasised. 
  
The next chapter will indicate the results of phase 1, part 1 of the study.  A discussion 
of the results and the interpretation of phase1, part 2 will follow in a later chapter.  
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TABLE 4.1  A SUMMARY OF THE RESEARCH METHOD 
 
 
OBJECTIVE 
 
 
 
DESIGN 
 
METHOD 
 
RELIABILITY 
 
VALIDITY 
 
POPULATION/ 
SAMPLING 
 
DATA COLLECTION 
INSTRUMENTS 
 
DATA COLLECTION 
METHOD 
 
DATA ANALYSIS 
 
PHASE 1 
 
PART 1 
 
Describe 
organisational structure 
 
 
 
 
Qualitative 
Explorative 
Descriptive 
Contextual 
 
Purposive sampling in 
3 Health care clinics 
 
-3 R/N’s 
-3 LHW’s 
-3 CC chairpersons 
-1 Co-ordinator 
 
 
Semi-structured 
interview  schedule 
 
Permission 
R/N arranged venue 
Individual interviews  
Researcher self 
Cryptic notes 
Field notes 
Reflective diary 
 
 
Tesch’s process 
 
 
Trustworthiness 
-Credibility 
-Dependability 
-Confirmability 
-Transferability 
 
PART 2 
 
Describe role and 
function of R/N & LHW 
 
Describe knowledge 
level of R/N & LHW 
 
 
Quantitative 
Explorative 
Descriptive 
Contextual 
 
Total accessible population 
22 Health care clinics 
 
-28 R/N’s 
-129 LHW’s 
 
Questionnaire R/N’s 
-Biographical 
-Knowledge 
Questionnaire LHW’s 
-Biographical 
-Functions 
-Knowledge 
 
 
Permission 
Researcher & assistant 
Sealed questionnaires 
Complete in clinic 
Collected in clinic 
 
 
Descriptive  
Statistica 
 
Reliability: 
-ADKnowl 
questionnaire (R/N) 
-Tested and approved 
questionnaire (LHW) 
 
Validity: 
-Face 
-Content 
 
Describe knowledge 
level of DM patients & 
utilisation of resources 
 
 
 
Quantitative 
Explorative 
Descriptive 
Contextual 
 
Total accessible population, 
adhering to inclusion criteria 
who visit any of 22 clinics in 
the randomly selected time-
period  
Target population: 471 
Participating pop.: 361 
Data producing pop.: 292 
 
 
Questionnaire DM 
patients 
-Biographical 
-Knowledge 
-Utilisation of 
resources 
-Treatment 
 
 
Field workers (LHW’s) 
-Permission 
-Sealed questionnaires 
-Complete in clinic 
-Collected at clinic 
 
 
Descriptive 
Statistica 
 
Reliability: 
- Tested and approved 
questionnaire (DM pt.) 
 
Validity: 
-Face 
-Content 
 
PHASE 2 
 
Develop proposed 
guidelines for 
management of DM 
patients at clinics in 
Cacadu region 
 
 
Descriptive 
 
 
-Total population consisting of 
R/N’s, LHW’s and DM pts in all 
3 municipal areas of the LSA in 
the Cacadu region of the EC.  
-Also guided by results of 
study and Government 
guidelines on DM                
 
 
 
         
                 - 
 
 
 
                  
                  - 
 
 
 
 
 
                  - 
 
 
 
 
 
                 - 
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CHAPTER 5 
 
RESULTS AND DISCUSSION OF PHASE 1, PART 1 OF THE STUDY 
 
  5.1 INTRODUCTION  
 
This chapter outlines the results of phase 1, part 1 of the first phase of the study.  
The overall research goal of this study is to explore and describe the management of 
patients with DM at health care clinics in the Cacadu region of the Eastern Cape 
Province of SA in order to develop proposed guidelines for the management of these 
patients.  Furthermore, the objective of this part (part 1) of the study was to explore 
and describe the organisational structure of health care clinics to determine the 
current management of patients with Diabetes Mellitus. 
 
This first part of the study was qualitative in design in order to broaden the 
knowledge and insight of the researcher pertaining to the research context.  Part 2 of 
phase one was quantitative in design and was conducted to obtain information to 
achieve objectives 2 to 5 of this study.  The results and discussion of part 2 will follow 
in the next chapter.   
 
5.2 RESEARCH GROUPS 
 
In this part of the study, data was collected by means of individual, semi-structured 
interviews.  There were four groups of participants, namely: 
- three registered nurses in charge of the three purposely selected health care 
clinics (group a), (see Interview schedule in Annexure D); 
- three most senior available LHWs from each of the three mentioned health 
care clinics (group b), (see Interview schedule in Annexure E); 
- the chairpersons of the three clinic committees (group c), (see Interview 
schedule in Annexure F); and 
- the co-ordinator – HIV/AIDS, HBC, AVR of the region, (see Interview 
schedule in Annexure G). 
   
5.3 RESULTS 
 
Data obtained from the interviews were analysed and then the results were 
categorised into themes and sub-themes.  The results will be presented in a table 
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format and interpreted in more detail in the following discussion.  The themes 
identified will be described and supported by quotations from the participants as well 
as from relevant literature. 
 
5.3.1 Identified themes: 
 
Several themes were identified as occurring in the recorded data.  Sub-themes were 
then derived at.  In Table 5.1 (a) to 5.1 (d), the identified themes and sub-themes 
related to the views of the different participants in the organisational structure of the 
health care clinics regarding DM will be shown. 
 
5.3.2 Discussion of themes: 
 
Themes and sub-themes will be discussed as follows: 
- theme  or sub-theme will be mentioned,  
- specific quotations will be given; and 
- discussed further by integrating the relevant literature and/or personal 
quotations of the participants.  
 
5.3.2.1  Registered nurses in charge of health care clinics 
 
The views of the registered nurses in charge of the selected health care clinics were 
grouped together into themes and sub-themes; see Table 5.1 (a).  See also 
Annexure D for interview schedule.   
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TABLE 5.1(a) THEMES RELATED TO THE VIEWS OF THE REGISTERED 
NURSES IN THE ORGANISATIONAL STRUCTURE OF 
HEALTH CARE CLINICS PERTAINING TO DM 
 
 
PARTICIPANTS 
 
 
THEMES 
 
SUB-THEMES 
 
Registered nurses in 
charge of health 
care clinics 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The registered nurses voiced 
disappointment in the 
organisational structure of health 
care clinics in this region 
 
 
 
 
 
 
 
 
 
 
 
 
The factors identified as contributing 
to this disappointment were: 
-shortage of staff, equipment, stock 
and other resources, such as 
transport; 
-not enough time for patient 
education and own knowledge 
development; 
-lack of timely information on  new 
national treatment guidelines and 
other relevant health care 
information from the provincial DOH; 
-insufficient support from and 
collaboration with clinic committees 
and the provincial DOH. 
 
 
THEME: The registered nurses voiced disappointment in the 
organisational structure of health care clinics in this region 
 
All the registered nurses that participated in this study expressed a feeling of 
disappointment, almost disillusionment with the current organisational structure of the 
health care clinics in which they are working.  They feel hard done because they 
cannot render an effective and optimal service to the community.  They voiced a 
feeling of helplessness and powerlessness, because the workload is just too much 
and they do not have sufficient supplies and resources at hand. 
 
 Although the state contributes about 40% of all expenditure on health, the public 
health sector is under pressure to deliver services to about 80% of the population.  
Despite this, most resources are concentrated in the private health sector, which 
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sees to the health needs of the remaining 20% of the population (South Africa.info, 
2008).  According to South Africa.info (2008), public health only utilises around 11% 
of the government’s total health budget. This is allocated and spent by the nine 
provinces. 
 
How these resources are allocated, and the standard of health care delivered, varies 
from province to province.  With less resources and more poor people, cash-strapped 
provinces such as the Eastern Cape face greater health challenges than wealthier 
provinces such as Gauteng and the Western Cape (South Africa.info, 2008).  
 
“It is just tòò much work; I don’t have enough time to spend with the patients” 
 
“I feel like a failure, I am failing my profession!” 
 
“It is a constant struggle: to get staff, to get supplies, to get assistance!”  
 
In 2006, the Eastern Cape Health MEC (Member of Executive Committee) was 
relieved of his duties because of long-standing inadequacies in the Eastern Cape 
health system.  He could not account for R18,1, billion out of a total budget, allocated 
for health services, of R22,6 billion.  This could be one of the major causes of the 
ineffective health care service delivery in the province.  Findings by the Public 
Service Accountability Monitor (PSAM), an independent monitoring and research 
institute based at Rhodes University, include inter alia critical staff shortage, severe 
under spending, crumbling infrastructure, corruption charges, shortages of essential 
medical equipment and medicines.  In the last study that PSAM conducted it 
indicated that the Eastern Cape had one professional nurse for every 1 278 patients 
and one medical specialist for every 47 529 people (Eastern Cape Health MEC 
replaced, 2006:3). 
 
On 13 August 2008, a new MEC Health, Ms Pemmy Majodina, was appointed.  She 
announced that her first priority would be to focus on curbing staff shortages and 
improving the treatment of TB and HIV/AIDS.  She further stated that she wants to 
ensure a clean audit report and do away with under expenditure.  Another point high 
on the agenda is that she wants to speed up procurement processes to ensure that 
hospitals do not run out of essential equipment and medicines (Dimbaza, 2008).   
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(a) SUB-THEME: Shortage of staff, equipment, stock and other resources such 
as transport 
 
All of the participants agreed that there is a need for more trained nursing staff in the 
health sector, the private sector, as well as the state.  A critical shortage of nurses is 
developing in South Africa – just when the need for them is desperate.  A Human 
Sciences Research Council (HSRC) study shows that between 1990 and 2000, 
persons completing the basic nursing course decreased by 1,2%, with new entrants 
to the profession decreasing by almost 1%.  The study also found that more than 
18% of all nurses registered with the SA Nursing Council were no longer practising.  
The exact figures for nurses lost to emigration are not known, but more than 700 are 
officially recorded as having left the country since 1995.  This same study conducted 
in 2003 found that almost 80% of nurses experienced increased workloads, with 60% 
dissatisfied with their working conditions and – environments (Venter, 2005). 
 
Mafu (2007) reports that the Democratic Nurses Organisation of SA (DENOSA) 
states that the public, as well as the private sector, are not contributing enough to the 
training and development of nurses.  The private sector especially is to blame as they 
employ 25% of all nurses currently practising in SA (Mafu, 2007). 
 
The World Health Organization’s World Health Report 2006 revealed that SA has 35 
000 registered nurses who are either inactive or unemployed, despite 32 000 vacant 
nursing posts in the country’s public health sector (South African Health Worker 
Shortage, 2006:3).  Philip (2008) reported on International Nurses Day that while the 
population in SA was growing by 14%, the nursing profession showed only a growth 
of 10% per year, thus a gradual shortage of qualified nursing staff nationally was the 
result. 
 
 According to the SA Nursing Council (2007c), 35% of the registered nurses in SA 
are between 40 – 49 years of age; these people will retire within the next 10 years.  
There were only 15 258 students in training in SA on 31/12/2007.  There was an 
output of registered nurses (4-year and Bridging courses) of 4 435 in SA on 
31/12/2007.  Only 465 of the newly qualified registered nurses were from the Eastern 
Cape (SA Nursing Council, 2007c). 
 
There are nearly 1 600 vacant or frozen nursing posts in the Eastern Cape Province.  
In the Nelson Mandela Academic Hospital (Mthatha, Eastern Cape) alone, there are 
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more than 40% of the nursing posts either vacant or frozen (SABC news, 2008).  
According to statistics kept by the SA Nursing Council (2007c), the Eastern Cape had 
12 658 registered nurses and 2 821 students in training on 31/12/2007.   
 
Further, it was stated that there were 546 people per registered nurse in the province 
at that time.  The Eastern Cape Health Department spokesperson, Sizwe Kupelo, 
says the provincial government has launched a new project, which is aimed at 
recruiting more than 5 000 health professionals over the next three years (SABC 
news, 2008). 
 
Three dimensions of burnout as a result of chronic interpersonal stresses at work 
have been recognised. They are overwhelming exhaustion, feelings of cynicism and 
detachment from the job, as well as a sense of ineffectiveness and lack of 
accomplishment.  In SA, lack of supervisor support, high responsibility, long working 
hours and task overloads are the most common stressors amongst nurses.  Nurses 
in isolated areas also experience more burnout than nurses in larger centres (Butt, 
Joubert, van Rooyen & Hiemstra, 2007:19). 
 
“I am just so tired” 
 
“I will have to leave this job, because my children must eat, but they must also know that they 
have a mother!” 
 
“The shortage of staff is causing more nurses to leave because we are overworked.  It seems 
that nobody cares about our feelings!” 
 
Regarding the shortage of medicines, equipment and other resources, the 
participants stated that this situation makes their service delivery a farce.  They feel 
that they cannot deliver proper care and advice to their patients if there are not 
sufficient tools to do the job.  The poor infrastructure and lack of support from the 
employers increased the feelings of doom. 
 
“I feel so incompetent ... if I do not do my work properly.  I let the patients down, they depend 
on me!  And I cannot do anything to change things...” 
 
“How can you examine a patient with a broken stethoscope, no urine dipsticks and the wrong 
blood glucose machine?” 
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The Department of Health has established a protocol for diabetes care at primary 
health care level (National guidelines for control and management of Diabetes type 2 
at primary level, 1997 and revised 2004). This includes the Essential Drugs List, 
which all state clinics are required to use.  This means that life-saving drugs, such as 
insulin, should be available to everyone who needs them, but many of these clinics 
are vastly under- resourced, the staff are ill-prepared and often medicines are simply 
not available (Diabetes South Africa – a new name, a new vision, 2002:15). 
 
Drug expenditure per person varies widely between the sectors.  In 2000 about 
R8,25 billion was spent on drugs in SA, with the state spending only 24% of this.  
Thus, R59,36 was spent on drugs per person in the state sector as opposed to 
R800,29 in the private sector (South Africa.info, 2008). 
 
Regarding the management of DM, Majikela-Dlangamandla, Isiavwe and Levitt 
(2006:28,29) reported the following: 
- blood glucose self-monitoring is rarely used in developing countries; 
- in SA, glucose meters have been provided free of charge, during 2006, to 
selected people with diabetes attending clinics.  These include children, 
pregnant women and adults with type 1 diabetes or those with type 2 diabetes 
who are on at least two insulin injections per day; 
- however, there is a restriction on the provision of monitoring strips.  Only 100 
strips per month, are given to people on twice-daily insulin, 50 strips every 4 
months to those who are on one injection of insulin per day; 
- no strips are made available to diabetic patients on oral medication; 
- therefore, blood glucose self-monitoring is not being advocated to diabetic 
patients.  
 
“You have to treat all the patients with one or two Panado’s because there is nothing 
else!” 
 
“I have too much to do ….all the administration AND almost 50 patients to see per day” 
 
“You have to send patients home with Insulin and only a few syringes and needles, or 
refer them to the hospital” 
 
“When I have to do the mobile clinic on another site, I have to close the clinic here, because 
there is no one else to carry on here!” 
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Liebenberg (2008:1) reported in the local newspaper that in the Kouga region, the 
state-run Humansdorp Hospital is in a crisis after all but three of its doctors resigned 
in June 2008.  Liebenberg further commented that red tape and empty promises by 
the Eastern Cape DOH have fuelled the crisis, with sick people being turned away 
because there is no one who can attend to them.  The number of primary health care 
patients sent to the Humansdorp Hospital by struggling clinics across the Kouga 
region has also increased substantially over recent months, placing even more 
pressure on hospital staff.  The nurses at primary health care clinics do not have the 
equipment to suture patients and there are not enough medicines to care for these 
patients.  As a result, these patients are being turned away from the clinics and they 
come to the hospital for treatment.  In a follow-up report, Viljoen (2008:5) stated that 
Primary Health Care (PHC) in the Kouga and Koukamma regions is in a shambles 
due to a power struggle between the Eastern Cape DOH and the Cacadu District 
Municipality (CDM) over who should be in charge of this essential service. 
 
There is a service agreement that the CDM would render the service on behalf of the 
provincial DOH. The PHC budget was to be supplied by the Eastern Cape DOH.  
Viljoen further reported that shortfalls in the PHC budget have prevailed since 2001 
and now the budget is to be shared on an 80% (provincial DOH): 20% (CDM) basis. 
 
Viljoen (2008:5) suggested that the provincial DOH seems to keep on delaying the 
take-over of the service.  Because of financial difficulties, a number of mobile clinics 
have already been discontinued.  Ambulances and other transport for the use of staff 
and patients are non-existent.     
 
(b) SUB-THEME: Not enough time for patient education and own knowledge 
development 
 
All the participants shared that there was not enough time for patient education; they 
sometimes have time only to give newly diagnosed patients an overview of the 
disorder and no specific education. 
 
“ We have to organise the clinic, see that it is clean, sign the log sheets of the LHWs, listen to 
problems of all the staff, and most of the time I am alone to do it all.” 
“We do not attend courses or have time to give in-service training, because there is nobody 
else available to do our work!” 
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The registered nurses also stated that they could not attend courses, as there is not 
enough staff to relieve them, unless the supervisor has agreed to be available in the 
clinic.  In a recent research study conducted by O’Brien (2005:64,65,76), it was 
stated that registered nurses in the public sector verbalised the importance of 
ongoing education in certain areas, but that it does not happen due to shortage of 
staff. 
 
In a study conducted in Khayelitsha by Hughes, Puoane and Bradley (2006:10,11), 
the findings were that problems exist with health service delivery in SA and that 
diabetes care is sub-optimal.  Health care is poorly funded, leading to overcrowded 
clinics, inadequate numbers of staff, high patient loads, short consultation times and 
poor record keeping. 
 
Health workers have not received appropriate training, are demotivated, may have 
problems communicating with patients and do not use protocols for patient 
management.  Hughes, et al. (2006:11) further commented that in SA, the health 
services still focus mainly on the curative rather than the preventive aspect of non-
communicable diseases. 
 
(c) SUB-THEME: Lack of timely information on new national treatment 
guidelines and other relevant health care information from the provincial 
DOH 
 
The registered nurses voiced that they were, in most cases, the last to know about 
new health care information. One of the participants stated that she was not aware of 
the new national guidelines for the control and management of Diabetes Type 2 at 
primary level. 
 
“Most of the time we only hear of new things from the supervisors, when they visit here, but 
we seldom receive the hard copies” 
 
According to O’Brien, van Rooyen and Carlson (2006: 38-41), many of the registered 
nurses working in primary health care clinics at public hospitals in the Nelson 
Mandela Metropole said that they were not aware of the existence of these 
guidelines.  They saw them for the first time when they were given to them as part of 
the research study.  Although some of these registered nurses had completed the 
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Primary Health Care course, they did not recall any mention of the existence of 
national guidelines on DM. 
 
“When we receive new information, it is not explained to us and is being filed.  We are told to 
go and read it when we have time.  As I told you, we…. just do not have time!” 
 
“When I visit my friend working in another area, I sometimes hear about new things.  Then I 
wonder why we were not told about them” 
 
According to Beer (2007), the provincial DOH as well as the CDM is sometimes at 
fault because they do not send new information through to all the clinics.  They also 
do not always have the time and work force to give in-service education to the staff of 
the clinics pertaining to the new information. 
 
(d) SUB-THEME: Insufficient support from and collaboration with Clinic 
Committees and provincial DOH  
 
All the registered nurses agreed that they did not receive sufficient support from the 
Clinic Committees. The feedback they get is only about the health needs and –
problems, which had not been addressed by themselves or by the clinics.  They also 
voiced that the co-ordinator – HIV/AIDS, HBC, AVR, almost never visited the clinics 
or supervised the LHWs working there.  See 5.3.2.4 for a full job description of this 
person. 
 
“I don’t even know who this person is…never met her” 
 
“On the meetings (Clinic Committee), people tend to complain a lot, but they don’t give any 
solutions!” 
 
“People serving on the committees changed every time.  The councillor does not show any 
interest in the committee or the community …only when it is election time, then they come 
and promise things!” 
 
The objectives for the establishment of a Clinic Committee are inter alia to promote 
dialogue and feedback between the community members and the clinic staff, as well 
as to build capacity at all levels of service delivery by developing plans based on 
priority issues and that ensure appropriate and cost-effective intervention.  Further, 
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there is a need to encourage communities to take greater responsibility for their own 
health promotion and care (Cacadu District Municipality, 2006a:1,2).   
 
Although copies of the vision and mission of the CDM and the provincial DOH were 
available in the clinics, it reflected a generalised and comprehensive primary health 
care service to all members of the community without any specific mention of the 
care for DM (see Annexure L).  Only one clinic had a written copy of the clinic 
objectives. These objectives were also general regarding service for chronic 
disorders and not specific to DM (see Annexure M).    
 
Beer (2007) states that due to the shortage of staff, also at a supervisory level, there 
is a deficiency in the support for and collaboration with the clinic staff from the 
supervisors. 
 
5.3.2.2  Lay Health Workers in health care clinics 
 
The comments of the Lay Health Workers (LHWs) of the selected health care clinics 
will be shown in Table 5.1 (b) and then discussed further.  See Annexure E for the 
interview schedule. 
 
TABLE 5.1(b) THEMES RELATED TO THE VIEWS OF THE LAY HEALTH 
WORKERS (LHWs) IN THE ORGANISATIONAL 
STRUCTURE OF HEALTH CARE CLINICS PERTAINING TO 
DM 
 
 
PARTICIPANTS 
 
 
THEMES 
 
SUB-THEMES 
 
Lay Health Workers 
in health care clinics 
 
 
 
 
 
 
 
 
 
The LHWs viewed their own 
service delivery in relation to 
patient care as unsatisfactory 
 
The following were given as reasons 
for hindering their effective service 
delivery: 
-feelings of not being able to perform 
certain duties that they would like to 
perform, such as taking blood 
glucose readings; 
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PARTICIPANTS 
 
 
THEMES 
 
SUB-THEMES 
 
Lay Health Workers 
in health care clinics 
(contd.) 
 
 
-lack of transport to do home visits 
as it is a rural area; 
-shortage of carer packs which 
contain stock and equipment; 
-lack of comprehensive and 
continuous training; 
-insufficient mentorship and support 
from supervisors and health 
authorities; 
-difficulty in contacting employer 
(NGO), as the employer is far from 
the service area;   
-inadequate monthly stipend.  
 
THEME: The LHWs viewed their own service delivery in relation to patient 
care as unsatisfactory 
 
The LHWs agreed that they had feelings of discontent because they were unsure of 
their roles and functions pertaining to the care of the patients assigned to them.  
They found it difficult to render optimal service for the following reasons: 
- they do not know exactly what is expected of them; 
- they feel that the training they received was not adequate; 
- they do not get support from the staff of the clinic or the clinic committee 
members; 
- they struggle to get the equipment and stock they require to perform some 
duties; 
- they have to use their own means of transport to get to the patients; and  
- they said that the stipend they received monthly was not enough and that 
sometimes it was not paid at all. 
 
“Sometimes when I arrived at the home of a patient, he is so sick or the wound is so 
septic that I don’t know what to do.  Most of the times, I try and phone Sister, but she 
can not come immediately” 
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“They don’t teach us the things that we need, such as the testing of urine and to take 
blood pressure” 
 
“You know, the people form the Clinic Committees don’t care about us and the Sister 
at the clinic is always too busy to listen to our problems” 
 
“We do not always have enough stock in the clinic to pack our carer bags before we 
go out to the homes” 
 
“We don’t get transport, we have to pay the taxis ourselves or we have to walk!” 
 
“We want to do this work, but I feel we should get more money or a food parcel, or 
SOMETHING!” 
 
Friedman (2002:164) states that despite advocacy and some progress, uncertainty 
about precise roles for CHWs (LHWs) remains both at a national and provincial level.  
The situation has not greatly changed in two decades and the same issues that 
confronted LHWs in the early 1980s remain as pertinent as ever, even with a national 
Health Minister who has advocated them in the past.  In addition, to many of their 
original problems, there are now added even more complex new issues because of 
the HIV/AIDS pandemic.   
 
Friedman (2002:166) further claims that despite the potential of the LHWs in the 
health service delivery in communities, all is not well with the LHWs’ programmes in 
most places.  Part of the problem is that there is an unhelpful amount of programme 
variation.  Often the variation in roles and function are explained away, as adaptation 
to local circumstances, but this is not entirely the case. 
 
Mostly it is because lip service is paid to the importance of community-based 
programmes without a willingness to provide the type of support lent to hospital and 
clinic-based services.  Friedman (2002:166) explained also that LHWs’ programmes 
have most often been driven by the passion of those who want to make a difference 
in an environment of extremely limited and inconsistent resources.  Frequently, they 
are accepted only by the formal health system as an afterthought; perhaps nice to 
have, but not essential. 
 
Even if a programme exists, it may be inadequately supported, often leading to 
erroneous impressions that LHWs’ programmes fail to deliver valuable results.  Most 
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evaluations conducted by the SEED Trust, reveal that the failure is in the 
commitment and support and not in the potential value of the LHWs’ programmes 
themselves (Friedman, 2002:167). 
 
(a) SUB-THEME: Feelings of not being able to perform certain duties that 
they would like to perform, such as taking blood glucose readings 
 
The LHWs felt that they should be able to do all the basic nursing duties, such as be 
able to do blood glucose monitoring because that is one of the most important 
principles in DM management.   
 
“How can I teach a patient about the importance of keeping the blood glucose at a constant 
level if I cannot take any readings?” 
 
“I understand that we cannot give injections or put up drips and so on, but this is only a finger 
prick.  The sisters teach the patients to do it, so why can we not do it?” 
 
In all articles and textbooks regarding the management of DM, one of the principles 
is the control of blood glucose – it guides the regime of medication and prevents 
complications.  Krentz (2000: 70-76), as well as Majikela-Dlangamandla, et al. 
(2006:28,29) state that there is unequivocal evidence that diabetes complications can 
be prevented and their progression delayed by good blood glucose control. 
 
Current National guidelines recommend that blood glucose self-monitoring should 
form part of the care plan of people with type 1 diabetes, gestational diabetes, 
women who wish to become pregnant, newly diagnosed people with type 2 diabetes 
and those with type 2 diabetes who receive insulin.  Blood glucose self-monitoring is 
rarely used in developing countries for financial reasons. 
 
Therefore, it is important that health workers such as LHWs be competent in the 
technique of taking such readings on a more regular basis than once a month when 
the patient visits the local health care clinic.   
 
 
 
 
 
 
 
166 
 
(b) SUB-THEME: A lack of transport to do home visits as it is a rural area 
 
All of the participants complained that a lack of transport is hampering the level of 
service delivery in the rural areas, as all the houses are far apart and sometimes out 
of the township areas. 
 
“You know Sister, I have walked through two pairs of shoes in 4 months….I cannot afford to 
buy shoes only to wear them for this short time!  And it is not even for me or my family, but it 
is to help people in the community” 
 
“Sometimes we have to visit people on the other end of the township, may be 8 km from here 
and we have to come back home, all on the same day” 
 
According to the National Guideline on Home-Based Care (HBC), Community-Based 
Care (CBC), (Department of Health, 2001c:14) and the Programme of HBC, CBC 
(Department of Health, 2001b:17,18), it is stated that certain resources, inter alia 
transport, should be made available to the team rendering home-based care, so as to 
ensure optimal functioning. 
 
Friedman (2002:168) also mentions that transport constraints are a major obstacle 
even in those programmes where there are paid LHWs.  Many successful projects 
have required health workers, also LHWs to have their own vehicles, and that they 
get subsidies or are reimbursed for the distances driven.  However, in the Cacadu 
region, which is on average a very poor region, none of the LHWs has their own 
vehicles. 
 
It is expected that the provincial DOH or the NGO responsible for the payment of the 
LHWs will foot the bill for transport costs.  According to Beer (2007), some of the 
distances covered on foot by these LHWs are more than 80km per month.  This is 
time- consuming and tiresome and thus not effective. 
 
(c) SUB-THEME: The shortage of carer packs which contain stock and 
equipment 
 
The LHWs agreed that there is a shortage of carer packs as well as some of the 
equipment that is supposed to be part of the content of the carer packs.   
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“You know, Sister, I feel so stupid to go on house visits without anything to do the job with!  
We complained, but the Sister in charge cannot do anything to help us, because there is no 
stock in the clinic.  We have to wait until the next week….maybe it will be sent to us”. 
 
“Sometimes when we reached the patient’s house, we hear that they have left to go to the 
hospital or we do not have enough wound dressings to dress the wound.” 
 
In the National Guideline on Home-Based Care (HBC), Community-Based Care 
(CBC), (Department of Health, 2001c:34) and the Programme of HBC, CBC 
(Department of Health, 2001b:19), the Home-Based Care supplies are stipulated.  
Although, it is also stated that these need not necessarily be provided by the 
Government only, and that the community should improvise accordingly. 
 
The provision of supplies to the LHWs could also be part of the functions of the Clinic 
Committee in the area, initiated by the nurse in charge of the clinic as well as the 
LHW’s, because they are the people who are in need of these supplies.  Due to the 
financial restraints that the Eastern Cape, especially these two municipalities in the 
Cacadu region experience, the health care professionals should play an even bigger 
role in collaborating with the members in the community in order to combat the 
problem of a shortage of supplies.  
 
(d) SUB-THEME: The lack of comprehensive and continuous training 
 
The LHWs voiced strong feelings pertaining to the lack of training they experience.  
Refer to Chapter 6, 6.3.2.3 for an in-depth discussion.   
 
“We feel neglected by the Government and the community, they expect us to do the job under 
difficult circumstances, the least they can do is to send us for proper training.” 
 
The participants further complained about the fact that their training was not 
comprehensive enough, the duration of the courses was too short and that there was 
no continuity.  They also felt that the same people should present the training and 
that there should be a follow-up.  In addition, it was argued that training should be 
according to their training needs. 
 
“When we get in-service training, they teach us what they want to teach us, not the things we 
need” 
 
 
 
168 
 
Friedman (2002:175) said that in general, training of the LHWs should be a 
continuous, community-based, problem-oriented, experimental education process.  
Apart from an initial orientation and short specific courses, the training should be 
undertaken where the LHWs operate.  The curriculum should be comprehensive, 
task-oriented and outcome- based. 
 
Most of the training programmes are not currently accredited by an approved 
educational institution, and this deprives the LHWs of recognition, which would 
enable them to develop their careers.  According to the DOH (2001d:16), the norms 
and standards in Primary Health Care state that the patient, the carer (LHW) and the 
community should be provided with appropriate targeted education. 
 
Furthermore, LHWs’ training should be given by the nearest competent resource.  
NGOs, local clinics or visiting health teams could give relevant training, based on 
adult education principles and practical simple guidelines.  
 
(e) SUB-THEME: Insufficient mentorship and support from supervisors and 
health authorities 
 
The participants shared that they felt they do not get sufficient and effective 
mentorship and support from their supervisors or as from the local health authorities.  
Due to the uncertainty of their roles and functions and who should be their key 
supervisor, they experience a feeling of being lost in their work environment. 
 
“We feel alone, nobody cares and nobody wants to listen to our problems.  It is only the sister 
at the clinic that makes time for me ….and she asks me everyday how I am!” 
 
“I know that SOMEONE is supposed to look after us, but I didn’t see that person, even up to 
now…  I have worked in this clinic for 4 years now.” 
 
In the drafts as well as the final Health Plan of the Government, LHWs were seen as 
an important resource for PHC, because of their potential to play a significant role in 
the expanding and improving of health services, provided they received effective 
support and training.  Further, they could empower people with health knowledge and 
encourage their participation in health issues such as nutrition. 
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It was envisaged that they would form an integral part of the decentralised health 
services, and be compensated, by either the Government, or the local community, 
according to their level of skills.  This implied that they were to have career structure 
and pathways for promotion within the health system (Friedman, 2002:163). 
 
Friedman (2002:163) further stated that support for the LHWs is an essential element 
in their effective performance.  While both NGOs and formal health services have a 
role to play in providing this, it creates multiple levels of accountability for LHWs 
working at the interface between the community and the rest of the service. 
 
 The LHW’s are accountable not only to the NGO in terms of performance and health 
outcomes, but also to the local health authority and the community, which they serve.  
All of the mentioned entities, the clinic committees on behalf of the communities, are 
in turn responsible for the mentorship and support of the LHWs (Friedman, 
2002:174). 
 
In the Community Health Workers Policy Framework (Department of Health, 
2001a:13) it is stated that a Quality Assurance process, including supervision, 
mentorship and support should be implemented. 
 
(f) SUB-THEME:  The difficulty in contacting the employer (NGO), as the 
employer is far from the service area 
 
For the LHWs, the fact that they had trouble in contacting their employers was a 
serious point of concern.  The NGO (“Small Projects Fund”), which is responsible for 
the employment of these LHWs, is based in East London, and this makes it very 
difficult to maintain contact.  Beer, the supervisor (the registered nurse in charge of 
Primary Health Clinics), Kouga area, Cacadu District Municipality (2006b) agreed 
that this situation caused unhappiness amongst the LHWs and numerous logistical 
problems.   
 
There is no specific person appointed to deal with stipend queries or the 
administration of these LHWs.  Therefore, every time there is a problem, you have to 
deal with someone else.  It is also difficult to get hold of the people working in the 
office of this NGO, as they only work certain hours of the day.     
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“You know, it is very frustrating not to get your stipend on time of to find out that is has been 
paid into the wrong account.  When you phone these people, they are rude and they promise 
to fix the problem, but they do not.  It is too far to go there and sort it out.  It is also not always 
easy to phone them.  You use all your money to phone them and then they transfer you from 
this person to that one and before you can speak to the right person, your money is finished!” 
 
“Sometimes they also say that they didn’t receive our log sheets, so they can’t pay us.  Where 
should we look for the log sheets then?” 
 
The Community Health Workers Policy Framework (Department of Health, 2001a: 
4,5) recommended that, where provinces choose to integrate the services of LHWs 
into provincial service delivery strategies, provincial health departments should work 
through chosen NGOs to ensure that communities continue to play an important role 
in identifying workers who would be employed by such NGOs. 
 
LHW’s would, therefore, not be part of the public sector civil service but would 
instead continue to fulfil their role in the health care team to the extent that 
communities have identified such a need.  According to Madonsela (2007), the 
process of choosing an appropriate NGO for this purpose, is to invite tenders and 
that the same organisation should not be chosen every time in order to prevent 
favouritism and/or fraud. 
 
Further, Madonsela (2007) stated that one of the reasons that this NGO was selected 
was the fact that the location of the organisation was close to the Head Office of the 
provincial DOH, which is situated in Bhisho. 
 
 (g) SUB-THEME:  An insufficient monthly stipend  
 
The participants expressed their dissatisfaction regarding the amount that is paid to 
them in their stipends.  The DOTS workers are paid between R1 200 and R 1 500 
per month, whereas the LHWs who do home-based care and also work in the clinics 
only receive R1 000 per month.  Overall, they feel that they should be paid more for 
their services as they sacrifice their time, family life and they have unnecessary 
expenses in delivering a good service. 
 
They voiced their concern that they wanted to do the work, as they felt they had skills 
and had the capacity to give something back to the community.  
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“We don’t mind the work, we like it, but somehow we want to be appreciated” 
 
“We know that we could give a service to our people, we just need more appreciation, maybe 
more money or shoes!” 
 
Friedman (2002:167-169) stated that because there is a large variation in incentives 
and payments for similar types of work, there is confusion and conflict amongst the 
LHWs.  The NGOs will have to find ways of financially rewarding even the ‘volunteer’ 
LHWs with what are euphemistically called ‘incentives’.  Where the LHWs work on a 
completely voluntary basis, attrition rates are high and the few enthusiastic and 
reliable volunteers that remain become overloaded with tasks from others. 
 
In the research areas (Kouga and Koukamma), the volunteers and even the paid 
LHWs are from poor communities where they are driven by the hope that the work 
will lead to paid work, some other benefits and promotion opportunities.  Friedman 
(2002:169) further stated that payment for these LHWs becomes essential because 
cash economy rules and subsistence without a salary are impossible. 
 
Nobody can live without an income.  It is clear that a programme is usually at a 
disadvantage in the end if it relies heavily on volunteers without some kind of 
reciprocal benefit system.  The programme and also the services will experience a 
high attrition rate, which will contribute to decreased stability and increased training 
costs because of the need for continuous replacement. 
 
According to Friedman (2002:170), well-paid LHWs generally stay in their jobs for 
many years as they are remunerated for their experience and level of responsibility.  
There should also be increasing opportunities for the LHWs to undertake continuing 
education and to progress to higher positions such as co-ordinators.  In communities 
where this is implemented, it contributes to the stability of staff (Friedman, 2002:170-
171).  
 
5.3.2.3  Chairpersons of Clinic Committees 
 
As the chairpersons of Clinic Committees, they assume the role of leaders in the 
committees; they organise and chair the meetings; visit the clinics, have discussions 
with the registered nurses in charge of the clinics and give feedback to the local 
councillors.  A file is kept with agenda’s and minutes of previous meetings and 
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discussions.  Chairpersons are aware of the official documentation regarding the 
establishment of the committees and all of the chairpersons seemed to be 
knowledgeable pertaining to their duties as members as well as the chairpersons of 
the said committees.  However, they voiced their concern regarding insufficient 
training given to them to ensure efficient functioning of these committees.  The views 
of the chairpersons of the Clinic Committees are indicated in Table 5.1 (c).  Views will 
then be discussed. (See Annexure F for interview schedule.) 
 
TABLE 5.1(c) THEMES RELATED TO THE VIEWS OF THE 
CHAIRPERSONS OF CLINIC COMMITTEES IN THE 
ORGANISATIONAL STRUCTURE OF HEALTH CARE 
CLINICS PERTAINING TO DM 
 
 
PARTICIPANTS 
 
 
THEMES 
 
SUB-THEMES 
 
Chairpersons of 
Clinic Committees 
 
 
 
 
 
The chairpersons viewed the Clinic 
Committees as not functioning 
optimally 
 
 
 
 
 
 
 
The factors mentioned as 
contributing to this view were: 
-a lack of collaboration with local 
councillors, 
-lack of collaboration with  
co-ordinator – HIV/AIDS, HBC, AVR,  
however; 
-they viewed their collaboration with 
the clinic and staff of clinics as 
satisfactory. 
 
THEME: The chairpersons viewed the Clinic Committees as not 
functioning optimally 
 
The biggest concern these chairpersons raised was the fact they struggle to establish 
CBOs (Community Based Organisations) in the communities.  They feel that these 
organisations are needed to assist in the fundraising initiatives as well as to assist 
with any needed health and caring services in the community.  Although they strive to 
encourage the community to take greater responsibility for their own health 
promotion and care, they have difficulty in the establishment of mechanisms to 
improve public accountability and to promote dialogue as well as feedback between 
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the public and the health sector, as this is described in the legal framework 
concerning Clinic Committees (Cacadu District Municipality, 2006a:3). 
 
“We feel that we give our best, but we don’t know enough.  Remember, it’s for the first time 
that I am chairing a meeting” 
 
Furthermore, they feel that not all the stakeholders, such as the local councillors and 
some of the selected members of the committees are fully involved.  Community 
involvement is difficult if everybody is not committed to the task and does not really 
believe in the undertaking. 
 
“Sometimes somebody will have a good idea, but when it comes to do it, nobody is available, 
every one has an excuse” 
 
(a) SUB-THEME: A lack of collaboration with local councillors 
 
Participants had the view that in some communities there was a lack of collaboration 
with the local councillors.  In some cases, there was political rivalry, while in other 
cases it appears as if the councillors seem to have a ‘don’t-care’ attitude pertaining to 
social and health matters.   
 
“We just feel that the local councillors should work for and on behalf of the people who voted 
for them.  We all just want the best for our people, for the people of SA!” 
 
In the legal framework concerning Clinic Committees (Cacadu District Municipality, 
2006a:2) the following legislation applicable to community involvement is quoted: 
 
“SA Constitution, Act 108 of 1996: Section 195 (1), The National Health Act, 61 of 
2003, Section 41 (6) (a) and The Eastern Cape Provincial Health Act 1999 (7), 
Chapter V stated that the MEC (Member of the Executive Committee) shall 
determine intersectoral co-operation between the DOH and communities served by 
the DOH.  The MEC is also responsible for establishing boards, forums and advisory 
committees and any other entity to address health matters including the 
establishment of terms of reference and conditions of appointment and to make such 
appointments as may be necessary”. 
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It is further stated that the MEC and local politicians should initiate capacity building 
at provincial, district and local community levels to develop plans based on priority 
issues and to ensure appropriate and cost-effective intervention.  The Clinic 
Committee should also be provided with the required technical support and 
motivation to become advocates of positive behavioural change in the communities 
they represent. 
 
Community involvement implies being answerable to the community.  Community 
involvement also entails community participation, which means people want to have 
a say in matters to do with their health care and service.  Community participation is 
described as the cornerstone of local participatory democracy (Cacadu District 
Municipality, 2006a:4).   
 
(b) SUB-THEME:  A lack of collaboration with co-ordinator – HIV/AIDS, HBC, 
AVR 
 
The chairpersons of the Clinic Committees agreed that they have no working 
relationship with the co-ordinator – HIV/AIDS, HBC, AVR in their clinics.  The feeling 
from the participants is that the District Health office does not deem them to be 
important because a representative from and appointed by the District Health office 
should be on each of the Clinic Committees (Cacadu District Municipality, 2006a:9). 
 
The ideal person for this appointment is the co-ordinator HIV/AIDS, HBC, AVR 
because it is one of the main responsibilities of this position. 
 
“We are not sure who the liaison person is pertaining to our function of selection of volunteers 
for the training as a LHW.” 
 
“I do not even know who the person is and exactly what the job description of the person 
entails”. 
 
The chairpersons voiced that information between the Clinic Committees and the co-
ordinator is being forwarded by the registered nurse in charge of the clinic, the 
registered nurse in charge of the clinic plays a liaison role in this matter.  They found 
that the afore-mentioned situation is not effective for good co-operation.  
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(c) SUB-THEME:  They viewed their collaboration with the clinic and staff of 
clinics as satisfactory 
 
The chairpersons shared that the collaboration with the staff of the clinic was very 
good.  The information the Clinic Committee forwarded to the clinics, such as 
underserved areas, new developments in the community, problems in health-service 
delivery, as well as emerging health problems in the areas, are well received and 
taken as important issues by the clinic staff members. 
 
“The staff is always willing to assist, they really helped the community” 
 
Because the staff of the clinic do their best to deliver a good service within the 
constraints of staff shortages and financial difficulties, the Clinic Committees and the 
community are protective of them, as well as promoting the security of the clinic 
buildings and assets. 
 
“We can see that the staff of the clinic is trying their level best under difficult circumstances.  
We want to help them, but it is difficult when we do not get collaboration from the local 
councillors and the Government!” 
 
5.3.2.4  Co-ordinator – HIV/AIDS, HBC, AVR 
 
The views of the Co-ordinator – HIV/AIDS, HBC, AVR will be indicated in Table 5.1 
(d) and discussed next. (See Annexure G for interview schedule.) 
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TABLE 5.1(d) THEMES RELATED TO THE VIEWS OF THE CO-
ORDINATOR-HIV/AIDS, HBC, AVR IN THE 
ORGANISATIONAL STRUCTURE OF HEALTH CARE 
CLINICS PERTAINING TO DM 
 
 
PARTICIPANTS 
 
 
THEMES 
 
SUB-THEMES 
 
Co-ordinator – 
HIV/AIDS, HBC, AVR 
 
 
 
The co-ordinator perceived 
dissatisfaction in self-actualisation 
in the work situation and viewed 
the execution of duties as sub-
standard 
 
The following issues were raised as 
possible contributory factors to this 
view: 
-job description is very 
comprehensive; 
-lack of assistance from supervisors 
and employer regarding additional 
staff members to assist with portfolio; 
-ineffective collaboration with clinics 
and clinic committees. 
 
 
THEME: The co-ordinator perceived dissatisfaction in self-actualisation in 
the work situation and viewed the execution of duties as sub-
standard 
 
The co-ordinator expressed a feeling of being lost and being lonely.  The co-ordinator 
felt overpowered by the job description, which could keep three people busy 
continuously.  The co-ordinator did not go through an orientation period, nor did the 
person receive any assistance in coping with the difficulties of this post. The co-
ordinator was also new to the area and did not have local contact persons.  This 
person felt that he/she was just drifting, and was busy with crisis management, and 
not delivering the standard of service expected.  The co-ordinator has since then left 
this post.  
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(a) SUB-THEME: The job description is very comprehensive 
 
The post actually consisted of the co-ordination of three programmes namely: 
HIV/AIDS, which includes inter alia pre-and post counselling; HBC, which includes 
everything to do with carers inter alia the LHWs, their recruitment, selection, training 
and mentoring and also AVR, which includes the treatment and monitoring of people 
suffering from HIV/AIDS. 
 
“I feel overwhelmed; even now, I feel I cannot cope very well in this situation” 
 
The participant replied that the following is a broad list of the functions, duties and 
responsibilities linked to the position: 
- To provide nursing services – co-ordinate HIV/AIDS, HBC and AVR services; 
- To collaborate with the clinic and Clinic Committees regarding the above-
mentioned services; 
- To ensure adherence to policies, protocols, legislation and standards in the 
provision of health care services; 
- To provide training to other health care professionals, where there is a need 
that has been identified; 
- To attend nursing and other relevant meetings, sometimes to arrange 
meetings, as well as to take minutes; and 
- To ensure adherence to Batho Pele Principles, the Patient’s Rights Charter, 
Mental Health Care Act, Public Service Act and regulations and any relevant 
legislation. 
 
(b) SUB-THEME: The lack of assistance from supervisors and employers 
regarding additional staff members to assist with the portfolio 
 
The co-ordinator also highlighted the fact that no assistance could be expected from 
the staff of the clinics as they were already short staffed and did not have people 
available to help ease the situation.  The co-ordinator voiced concern regarding the 
fact that either one or all of the programmes entrusted to this position, would be 
poorly executed because the supervisors did not seem to understand the extent of 
this job description. 
 
“I experienced a lack of support from supervisors as well as from the provincial DOH to grant 
me more assistance pertaining to my workload”. 
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(c) SUB-THEME: Ineffective collaboration with clinics and Clinic 
Committees 
 
The co-ordinator also voiced concern that the lack of Government transport made it 
difficult to visit the clinics, as the areas that should be serviced were quite far apart.  
Travelling to the different clinics to solve problems with LHWs and other health-
related matters, as well as the attendance of Clinic Committees meetings was all 
time consuming.  The co-ordinator, then, rather opted to do it telephonically, which 
could be very frustrating.  
 
“I am aware of my duties to collaborate with the clinics as well as with the clinic committees, 
but due to my constant heavy workload, I did not find the time to visit all the clinics and attend 
Clinic Committees meetings, as I should have”. 
 
5.4 SUMMARY OF CHAPTER 
 
In this chapter the results of phase 1, part 1 of the study were discussed and 
interpretations were made.   The results of every group of participants were 
presented in a table format and interpreted in more detail thereafter.  Themes were 
identified, described and supported by quotations from the participants, as well as 
from the literature. 
 
From the results, it seems that the research area is experiencing severe difficulties in 
service delivery due to a number of factors.  There is evidence of serious staff 
shortages, shortages of equipment, medicines as well as other supplies.  Due to the 
staff shortages, not only in the clinics, but also at management level, education as a 
whole is deteriorating. 
 
Health education is almost non-existent, in-service education and orientation for staff 
members is very rare.  The output from Nursing Training Institutions is not enough to 
combat the problem of staff shortages (SA Nursing Council, 2007c).   
 
In the next chapter the results of phase 1, part 2 of the study will be given and 
discussed. 
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CHAPTER 6 
 
RESULTS AND DISCUSSION OF PHASE 1, PART 2 OF THE STUDY 
 
6.1 INTRODUCTION  
 
This chapter consists of the results and discussion of phase 1, part 2 of the study.  In 
this part of the study, the objectives were to explore and describe the knowledge 
level of the three different groups of participants regarding the management of 
patients with DM as well as the management of the disease itself.  The role and 
function of the registered nurse and the LHW regarding the management of patients 
with DM were researched.  Lastly, the utilisation of existing health care resources by 
diabetic patients was further explored and described.   
 
6.2 RESEARCH GROUPS 
 
This part of phase one was quantitative in design and the data were collected: 
 
- from registered nurses (group 1) by means of the ADKnowl questionnaire 
(Speight & Bradley, 2001: 626), (see Annexure H).  A total of 28 
questionnaires were distributed to the registered nurses working in the 
relevant clinical settings.  The researcher received all 28 questionnaires back, 
and all 28 were usable for analysis (n=28).  This represents a response rate 
and a data-producing sample size of 100% of the original group of 
participants; 
 
- from the LHWs (group 2) by means of an adapted questionnaire (see 
Annexure I). A total of 129 questionnaires were distributed to the LHWs 
working in the relevant clinics and communities. The number of 
questionnaires found to be usable for analysis were 123 (n=123), although all 
questionnaires were received after completion.  This represents a response 
rate of 100% and a data-producing sample size of 95,3% of the original group 
of participants; and 
 
- from the diabetic patients (group 3) by means of another adapted 
questionnaire (see Annexure J). A total of 471 questionnaires were distributed 
to diabetic patients visiting the clinics.  The field workers were available to 
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assist the patients with the completion of these questionnaires. The field 
workers received back 361 questionnaires (a response rate of 76,6%) within 
the allocated time period. 
 
            Of these, 292 questionnaires (80,9%) were completed while 69 
questionnaires (19,1%) were incomplete or illegible and thus could not be 
included for analysis.  This represents a data-producing sample of 292 
(62,0%) questionnaires.  
  
6.3 RESULTS AND DISCUSSION 
 
In this part of the study, the results will be presented using the following        
headings: 
- biographical detail of participants; 
- educational level of participants; 
- additional questions to the registered nurses pertaining to the LHWs working 
in the clinic and community; 
- additional questions to the LHWs regarding their daily interaction with the 
patients; 
- additional questions to the diabetic patients to obtain information on their 
social profile, economic details, utilisation of health care resources, their 
lifestyle patterns as well as their disease profile; and lastly the  
- overall knowledge of DM for all three groups of participants. 
 
For question items that are similar in nature, responses will be shown by means of 
tables or figures, to be able to compare the results obtained from the three different 
groups of participants. 
 
6.3.1 Biographical details of participants: 
 
The findings of all three groups related to biographical details are presented in Table 
6.1.  This information was gathered to compile a profile of the participants.  The 
biographical details include gender, race, home language and age of the participants. 
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TABLE 6.1  BIOGRAPHICAL DETAILS OF THE PARTICIPANTS 
 
 
BIOGRAPHICAL 
ITEMS 
 
REGISTERED 
NURSES 
(N=28) 
 
LHWs 
(N=123) 
 
DIABETIC PATIENTS 
(N=292) 
GENDER: 
Female 
Male 
 
28 (100%) 
  0 
 
116 (94,3%) 
    7 (5,7%) 
 
186 (63,7% 
106 (36,3%) 
RACE: 
Black 
Coloured 
White 
 
12 (42,8%) 
  6 (21,5%) 
10 (35,7%) 
 
43 (35%) 
79 (64,2%) 
  1 (0,8%) 
 
  77 (26,4%) 
200 (68,5%) 
  15 (5,1%) 
HOME LANGUAGE: 
English 
Afrikaans 
Xhosa 
Zulu 
 
  5 (17,9%) 
11 (39,3%) 
12 (42,8%) 
  0 
 
  4 (3,3%) 
82 (66,7%) 
36 (29,2%) 
  1 (0,8%) 
 
   8  (2,8%) 
215 (73,6%) 
  67 (22,9%) 
    2 (0,7%) 
AGE: 
Less than 20 yrs 
21 – 30 yrs 
31 – 40 yrs 
41 – 50 yrs 
51 – 60 yrs 
61 – 70 yrs 
71 – 80 yrs 
81 – 90 yrs 
 
0 
4 (14,3%) 
8 (28,6%) 
6 (21,4%) 
6 (21,4%) 
4 (14,3%) 
0 
0 
 
  2 (1,6%) 
20 (16,3%) 
40 (32,5%) 
40 (32,5%) 
20 (16,3%) 
  1 (0,8%) 
   0 
   0 
 
  3 (1,0%) 
16 (5,5%) 
35 (12,0%) 
65 (22,3%) 
90 (30,8%) 
57 (19,5%) 
18 (6,2%) 
  8 (2,7%) 
 
The underlined data show the highest incidence in each item. 
 
6.3.1.1 Registered nurses 
 
Pertaining to the gender of the group of registered nurses, it was found that all of the 
participants were female.  The reason for this result might be due to the fact that 
there are more females than males in the nursing profession overall in the country, 
the Eastern Cape being no different because according to statistics, there are only 
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630 male registered nurses compared with 11 546 female registered nurses in this 
province (SANC, 2007c). 
 
The majority of the registered nurses were black.  There were no Asian or Indian 
participants found in any of the participating groups in this study.  There were 10 
(35,7%) white registered nurses and 6 (21,5%) coloured registered nurses.  IsiXhosa 
was found to be spoken by most of the registered nurses, followed by Afrikaans and 
English.  
 
The ages of the most of the registered nurses ranged from 31 years to 40 years.  
 
6.3.1.2 Lay Health Workers (LHWs) 
 
The female participants in the LHWs group represented 94,3% of the total group, 
whereas the male respondents represented 5,7% of the group.  According to 
Strydom (2004:7), the number of LHWs in the Eastern Cape is 2 698, of which 1 998 
are female and 700 are male. Therefore this sample correlates with the wider 
population of LHWs found in the province.   
 
The coloured race was found to be in the majority (64,2%) in this group of 
participants.  The white race was found to be in the minority (0,8%) in this 
participating group.  This study was conducted in rural areas where mostly coloured 
people live and therefore the majority of LHWs assisting in the clinic were from the 
coloured race group. 
 
Afrikaans was found to be spoken by most of the participants (66,7%), followed by 
isiXhosa and English.  Only about 1% of the total of the study population spoke 
isiZulu.  Afrikaans is the language widely spoken by the coloured people 
(SouthAfrica.info, 2008), thus also spoken by the majority of the diabetic patients, in 
this region of the Eastern Cape. 
 
The average age found in this group was between 31 and 50 years. The ages ranged 
from a minimum of 19 years to a maximum of 66 years, although the majority of the 
group were between the ages of 31 and 50 years, the mean being 40,1 years.  The 
age group of the LHWs is closer to that of the diabetic patients than that of the 
registered nurses, because the majority of the LHWs are in the age group between 
41 and 60 years; and so are the majority of the diabetic patients. 
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This fact can have an influence on the effectiveness of patient education given by the 
registered nurses because factors such as culture, beliefs and age differences 
between educator and learner could have a negative influence on the education 
process (Stanhope & Lancaster, 1992:200, Clark, 2003:248-249). It could, however, 
be an advantageous fact if the LHWs are empowered with the necessary skills and 
knowledge to enable them to proceed with patient education. 
 
To enhance adult learning, greater emphasis can be placed on approaches that draw 
on their unique experiences, such as group discussions and case presentations, 
which are done more easily when the educator and learners are in the same age 
group (Stanhope & Lancaster, 1992:200, Clark, 2003:248-249). 
 
6.3.1.3  Diabetic patients 
 
Out of the 292 participants in the group of diabetic patients, 186, representing 63,7% 
of the total group, were female, whereas the number of male participants was 106, 
representing 36,3% of the group.  According to Strydom (2004:5), the total number of 
diabetic patients in the area was 3 550, of which 60% were of the female gender; 
therefore this sample correlates with the wider population. 
 
The coloured racial group was found to be in the majority (68,5%) in this group. The 
white race was found to be in the minority (5,1%) in this group.  This study was 
conducted in rural areas where mostly coloured people live and therefore they are in 
the majority visiting these public health care clinics. 
 
Afrikaans was found to be spoken by 73,6% of the participants, followed by isiXhosa 
and English.   
 
The ages of the diabetic patients ranged from a minimum of “under 20 years” to a 
maximum of 86 years, the mean being 52,8 years.  The reason for the higher mean 
in the ages of the diabetic patients is that DM is a debilitating and chronic disorder, 
and that the number of type 2 diabetics is still in the majority worldwide as opposed 
to type 1 diabetics (IDF, 2007g). 
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6.3.2 Educational level, training and experience of participants: 
 
The educational level of the participants will be displayed in the following order: the 
education, training and experience of the registered nurses will be shown. The 
educational level of the LHWs and the diabetic patients will be indicated; after which, 
the training and experience of the LHWs will be shown. 
 
6.3.2.1 Education, training and experience of the registered nurses 
` 
The qualifications and experience of the registered nurses are as follows: 
 
(a) Professional qualifications 
 
Based on the results the following could be identified.  All registered nurses obtained 
a qualification in General Nursing Science; 51,6 % had a qualification in Community 
Health Nursing Science, and only 14,3% had a qualification in Primary Health Care 
(PHC).  PHC is the field or discipline that they actually practise in.  It indicates that 
there is a need for educational qualifications in the field of Community Health Nursing 
Science and PHC. 
 
The registered nurses working in this geographical area function as primary health 
care nurses (Strydom, 2005). Refer to chapter 3, 3.2.1.   
 
(b) Training courses in Diabetes Mellitus management 
 
Regarding courses to care specifically for patients with DM, the participants were not 
well equipped.  Two (7,2%) of the registered nurses did a one-week course in DM 
management presented by a pharmaceutical company.  Four (14,3%) registered 
nurses did a one-day course to render care to diabetic patients.  This was presented 
by a senior member of staff from the Eastern Province Department of Health 
(Strydom, 2008).   
 
Therefore, only 6 (21,5%) participants had any additional education regarding 
specific DM management.  None of the registered nurses were trained as a diabetes 
nurse educator, as discussed in Chapter 3, 3.2.2.  According to the Department of 
Health (SEMDSA Consensus Document, 1997:503), the education of diabetes health 
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care professionals should be organised at all levels, and also in the public health 
settings.   
 
Evidence from a research study conducted by Teichler (2005:180) in a general ward 
in one of the governmental hospitals in the Nelson Mandela Metropole, showed a 
lack of knowledge in DM management by registered nurses.  Thus, it seems that this 
is not an isolated occurrence in the Eastern Cape Province.  Previous research 
studies on the knowledge level of registered nurses pertaining to DM and the 
management thereof in the Umtata General Hospital (Ndukwana, 2003:50) and at 
primary health care clinics in the Buffalo City LSA in East London (Mayekiso, 2004: 
48) also indicated that registered nurses should receive intensive training on the 
management of DM. 
 
(c)  Number of years experience as a registered nurse and in health care clinics 
 
Table 6.2 indicates the number of years experience as a registered nurse in this 
group of participants, while table 6.3 reflects years experience in clinics where 
diabetic patients were being treated. 
 
TABLE 6.2 YEARS EXPERIENCE AS REGISTERED NURSES 
 
 
YEARS 
 
EXPERIENCE AS A REGISTERED NURSE (n=28) 
Less than 10 years   6 (21,4%) 
Between 11 – 20 years 10 (35,7%) 
Between 21 – 30 years   8 (28,6%) 
Between 31 – 40 years   4 (14,3%) 
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TABLE 6.3 YEARS EXPERIENCE AS REGISTERED NURSES IN CLINICS 
WHERE PATIENTS WITH DM ARE BEING TREATED 
 
 
YEARS EXPERIENCE AS REGISTERED 
NURSES 
 
 
EXPERIENCE IN CLINICS WITH 
DM PATIENTS (n=28) 
Between 0 - 5 years 14 (50,0%) 
Between 6 – 10 years 11 (39,3%) 
Between 11 - 15 years   2 (7,1%) 
Between 16 – 20 years   1 (3,6%) 
 
From the above two tables, it can be seen that although most of the registered 
nurses have had more than 11 years experience as registered nurses, the majority of 
them have a maximum of 5 years experience in clinics where diabetic patients are 
being treated. 
 
6.3.2.2 The educational level of the LHWs and the diabetic patients  
 
Table 6.4 indicates the educational level of the LHWs and the diabetic patients. 
 
 
TABLE 6.4 THE EDUCATIONAL LEVEL OF THE LHWs AND THE DIABETIC 
PATIENTS 
 
 
EDUCATIONAL LEVEL: 
 
LHWs 
(N=123) 
 
DIABETIC PATIENTS 
(N=292) 
Primary school 21 (17,1%) 170 (58,2%) 
Standard 6 – 8 
(Grade 8 – 10) 
 
54 (43,9%) 
 
  89 (30,5%) 
Standard 9 – 10) 
(Grade 11 – 12) 
 
48 (39,0%) 
 
  21 (7,2%) 
Post-matric   0   12 (4,1%) 
 
The above table highlights the fact that most of the LHWs completed between 
standards 6 – 8 (grades 8 – 10).  It means that all of them were educated and 
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everyone was literate because they all completed the questionnaires themselves with 
little assistance from the researcher and research assistant.  Because of their literacy 
levels, they will be able to be trained as health educators to assist and educate 
diabetic patients pertaining to the management of their DM.   
 
The educational level of the diabetic patients was low, in that only 33 (11,3%) of the 
total group were educated up to standards 9 -10 (grades 11-12) or to the post-matric 
level.   The majority (170 or 58,2%) of the patients only finished primary school.  This 
fact could be the reason that some patients did not complete the questionnaire. The 
literacy level of the patients could also contribute to defaulting in the management of 
their disease.  
 
Strydom (2005) experienced the same results during an investigation on reasons for 
defaulting by patients suffering from chronic disorders.  This could therefore impede 
the patients’ educational process because the diabetic patients need to be educated 
at a level that is appropriate to their understanding.  This fact should be 
communicated to all presenters of health education. 
 
6.3.2.3 Training and experience of the LHWs 
 
The training of LHWs and their experience will be highlighted in the next section. 
 
(a) Training courses of LHWs in order to care for patients with DM 
 
One hundred and five (105) of the participants (85,4%) did not receive any training to 
equip them to render a service to the diabetic patients.  Eighteen (18) of the group 
(14,6%) attended the following training courses:  
-  2 (1,6%) did a home-based care course (59 days), presented by the 
Department of Health, where DM was only mentioned as a chronic disease in 
the curriculum;  
- 5 (4,1%) did a one-day course in DM presented by a pharmaceutical 
company; and 
-  11 (8,9%) of the participants attended in-service education pertaining to the 
management of diabetic patients, presented by a senior member of the staff 
from the Eastern Province Department of Health. 
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(b) Years practising as LHWs and years experience in clinics where diabetic 
patients are being treated 
 
Figure 6.1 shows a comparison between the years practising as LHWs and years of 
experience working in clinics where diabetic patients are being treated. 
 
 
 
 
Figure 6.1 Comparison between years practising as LHWs and years of experience 
working in clinics where DM patients are being treated. 
 
Regarding the experience of these participants (n=123), 77 (62,6%) of them had 
between 4 and 10 years experience as LHWs and 69 (56,1%) of them worked 
between 4 and 10 years in clinics where diabetic patients are being treated.  Despite 
the fact that these participants are well experienced in years practice, only 18 
(14,6%) of them attended some training in DM care and management.  It can 
therefore be assumed that the extent of patient education pertaining to DM might not 
be according to the required standard.   
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6.3.3 Additional questions to the registered nurses: 
 
The results of the following additional questions on the questionnaire for registered 
nurses will be indicated.  
 
6.3.3.1 Questions to registered nurses regarding their experience 
working with LHWs in their clinical setting 
 
(a) How many of the LHWs working in your clinic completed the official course  
of the Department of Health for Community Health Workers? 
 
All of the registered nurses claimed that most of the LHWs who attended the 59 day-
course about 4 years ago had subsequently left the area.  The number of LHWs who 
attended the official course, presented by the Department of Health, who were still 
working in the clinics was only 2 (1,6%). 
 
(b) Please describe the actual functions of the LHWs in your clinic   
 
A summary of the functions of the LHWs, as described by the majority of the 
registered nurses, in this study is as follows: 
- the LHWs do mostly home visits according to an organised timetable, where 
they attend to the basic health needs of the patients, e.g. personal hygiene 
and ensuring that patients take their medication, giving basic health education 
in accordance with the needs of the patients; 
- the LHWs are to give basic health education while they are scheduled to work 
in the clinic, on different topics e.g. foot care and diet plans to diabetic 
patients, to all the visiting patients in the clinics.   Therefore, they have to be 
knowledgeable on the afore-mentioned topics because the LHWs have an 
important role to play in caring for the community at large; 
- they also do administrative tasks in the clinic, such as filling in patient records, 
keeping statistics and marking attendance records; 
- LHWs do most of the cleaning in the clinic and investigation rooms and –the 
cleaning of the equipment; 
- furthermore, they schedule patients to consult with different health care 
providers and/or prepare them for different tests and screening, to promote 
smooth running of the activities in the clinic. 
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The LHWs work for 4 hours per day (08:00 – 12:00) from Monday to Friday and 
some of them get a stipend of between R600.00 to R1 000.00 per month from a 
specified Non Governmental Organisation, but there are also a few of them that are 
working on a voluntary basis without any remuneration. 
 
(c) Please state the functions that you feel the LHWs should be doing in the 
clinic 
 
The majority of the registered nurses indicated that the LHWs should be allowed to 
assist in basic screening techniques, such as the determination of blood pressure 
and the testing of blood glucose.  These screening techniques should be taught to 
the LHWs and constant monitoring of the LHWs executing these techniques, would 
have to be done by the registered nurses in charge of these clinics. 
 
It would be beneficial for the LHWs to be able to screen patients in order to 
determine what education to give to the specific patients immediately, and not only at 
random to groups of patients visiting the clinics.  The registered nurses also indicated 
that the LHWs should be trained to give more in-depth health education to patients 
visiting the clinics, as they are the first contact with the patients in this setting. 
 
The LHWs also spend a long time with the patients at the clinics, while they are 
waiting for the consultation with the registered nurses.  These waiting periods could 
be utilised for the badly needed health education talks and the giving of practical 
advice to patients and their caregivers. 
 
Further results found on questions regarding the LHWs who are working with the 
registered nurses in the clinics, showed that the LHWs displayed a lack of knowledge 
and training.  The lack of knowledge and relevant skills of the LHWs are not only in 
the field of diabetic care and management, but in general nursing as well.  The 
registered nurses also mentioned that there is a knowledge deficit concerning other 
chronic disorders such as hypertension and a lack in psycho-motor skills such as the 
taking of blood pressure by the LHWs (Strydom, 2005).   
 
The registered nurse in charge of the clinic is responsible for overseeing the duties 
executed by the LHWs in the specific community and clinic by keeping and signing 
off their log sheets, which are forwarded to the NGO for payment.  The registered 
nurses indicated that all LHWs should undergo more structured and complete 
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training pertaining to chronic disorders.  This would ensure that LHWs could be 
deployed more successfully in the clinics as well as in the community. It would also 
take some of the strain off the registered nurses. 
 
The LHWs are to play an integral role in strengthening the abilities of the community 
to empower themselves to participate and take responsibility for their own health and 
wellness.  
 
6.3.4 Additional questions to the LHWs: 
 
The following data were obtained from the LHWs through questions relating to their 
daily encounters with the patients.  It includes inter alia the number of patients they 
see each day as well as important topics on health education pertaining to DM.  
 
6.3.4.1  The LHW and her/his patients 
 
(a) How many patients do you see per day? 
 
Table 6.5 indicates the number of patients seen by the LHWs on average per day. 
 
TABLE 6.5 AVERAGE NUMBER OF PATIENTS SEEN BY LHWs PER DAY 
 
 
AVERAGE NUMBER OF PATIENTS SEEN 
PER DAY 
 
 
NUMBER OF LHWs (n=123) 
Less than 20 109 (88,7%) 
Between 21 – 30      6 ( 4,7%) 
Between 31 – 40      4 ( 3,3%) 
Between 41 – 50      4 ( 3,3%) 
 
Table 6.5 shows that the majority of LHWs see less than 20 patients per day, and 
according to data from questions (c) and (e), the LHWs have time to spend with the 
patients and to give meaningful health education although they only work for 4 hours 
per day. 
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(c) Common health problems that patients visiting the clinic complain about. 
 
Participants could select more than one option for this item. Table 6.6 shows the 
different common health problems and the number of patients, on average, 
complaining about these health problems. 
 
TABLE 6.6 COMMON HEALTH PROBLEMS THAT PATIENTS VISITING THE 
CLINIC, COMPLAIN ABOUT 
 
 
COMMON HEALTH PROBLEMS 
 
AVERAGE NUMBER OF PATIENTS 
COMPLAINING OF THESE HEALTH PROBLEMS, 
AS INDICATED, BY THE LHW’s 
Tuberculosis (TB) 55 (44,7%) 
Diabetes Mellitus (DM) 30 (24,4%) 
Hypertension 28 (22,7%) 
HIV /AIDS 15 (12,2%) 
Chest pain   4 (3,3) 
Hunger   4 (3,3%) 
Wounds    4 (3,3%) 
Cancer    4 (3,3%) 
Alcohol abuse    3 (2,4%) 
Asthma    3 (2,4%) 
Sexually Transmitted Infections 
(STI) 
   2 (1,6%) 
Arthritis    2 (1,6%) 
 
From the above-mentioned table, it can be seen that Diabetes Mellitus is the second 
highest on the list of common health problems that patients visiting the clinics, 
complain about.  Hypertension, which has a very significant relationship with DM, 
appears high on the list. 
 
(d) How many of the patients you see per day are diabetics? 
 
In Table 6.7, the average number of diabetic patients seen by LHWs per day is 
indicated. 
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TABLE 6.7 AVERAGE NUMBER OF DIABETIC PATIENTS SEEN BY LHWs 
PER DAY 
 
 
AVERAGE NUMBER OF DIABETIC PATIENTS 
SEEN PER DAY 
 
NUMBER OF LHWs (n=123) 
Less than 5 37 (30,1%) 
Between 6 – 10 18 (14,6%) 
Between 11 – 15   2 (  1,6%) 
Do not know 66 (53,7%) 
 
The fact that so many (53,7%) of the LHWs do not know whether the patients are 
suffering from DM could be due to the following reasons:  
- the LHWs see the patients in the clinic while waiting to consult with the 
registered nurse and they do not have access to the files of the patients at 
that point;   
- furthermore, the LHWs do not know how to interpret diagnostic screening 
results;   
- it could also be that the records of the patients do not clearly indicate that the 
patients are suffering from DM. 
 
(e) Do you have enough time for patient education? 
 
Ninety-six (78,0%) of the lay health workers agreed that they do have enough time 
for patient education, while 27 (22,0%) of them disagreed. 
 
(f) How long do you spend with each patient? 
 
Table 6.8 shows the average time spent by a lay health worker with a patient. 
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TABLE 6.8 AVERAGE TIME SPENT BY A LHW PER PATIENT 
 
 
TIME SPENT IN MINUTES 
 
NUMBER OF LHWs (n=123) 
± 30 min 94 (76,4%) 
30 – 60 min 22 (17,9%) 
60 – 90 min   2 (1,6%) 
90 – 120 min   5 (4,1%) 
 
From Table 6.8 it can be seen that most of the LHWs (76,4%) spent up to 30 minutes 
per patient and in question (a), the response of the majority of the participants was 
that they see less than 20 patients per day.  If they see 20 patients per day during 
their working day of 4 hours, the average time spent per patient would be 12 minutes.  
Thus, there seems to be time to be utilised for adequate individual health education, 
if they know what the diagnosis of the patient is. 
 
There seems to be a discrepancy between what the registered nurse says the 
functions of the LHWs are and what the LHWs do in the time that is available. 
 
(g) Which of the following educational topics do you consider important to 
inform the diabetic patient about? 
 
The participants could select more than one option in this case.  Table 6.9 reflects 
the topics, which the LHWs regarded as important to inform the diabetic patients 
about. 
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TABLE 6.9 EDUCATIONAL TOPICS, WHICH THE LHWs CONSIDER  AS 
IMPORTANT TO INFORM DIABETIC PATIENTS ABOUT 
 
 
EDUCATIONAL TOPICS 
 
NUMBER OF LHWs (n=123)  
Disease (DM) itself   97 (78,9%) 
Treatment 101 (82,1%) 
Diet 103 (83,7%) 
Exercise   93 (75,6%) 
Foot care   88 (71,5%) 
Complications   85 (69,1%) 
Testing of blood glucose   90 (73,2%) 
Use of alcohol   61 (49,6%) 
 
From the above-mentioned table, it becomes clear that the LHWs indicated that the 
diet, treatment, the disease itself (patho-physiology) and exercise pertaining to DM 
are important topics to be conveyed to the diabetic patients. 
 
The LHWs are mostly from the same race group (coloured), have the same home 
language (Afrikaans) and are more or less in the same age group as the patients.  
Therefore, the LHWs could establish a good rapport with the patients and they are in 
a better position to get health education messages across.  There is evidence that 
the LHWs are willing to spend time with the diabetic patients, as well as the fact that 
they have enough time to do so. 
 
The reason why patient education is not given and when it is may be not as effective 
as it should be, could stem from the fact that the LHWs do not have the necessary 
knowledge on the content as well as the necessary skills needed to educate a group 
of patients or even an individual patient.  The group of LHWs in this study admitted 
that their knowledge pertaining to DM and the management thereof was below 
average and in some instances even poor.  They also stated that they did not have 
any training in the presentation of health talks. 
 
Diabetes Mellitus was the second highest on the list of common health problems that 
patients visiting the clinic, complained about.  That confirms the overall statistics 
found in the literature regarding the high incidence of DM worldwide (Business Day, 
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2006).  Regarding the educational topics, which the LHWs consider as important to 
inform diabetic patients about, diet, treatment and the disease itself scored the 
highest. 
 
This shows that the LHWs are on the right track when informing their patients.  They 
seemed to know the importance of knowledge regarding the disease, the treatment 
and  the diet to be taught to the diabetic patients, but might lack the actual knowledge 
related to these topics. 
 
6.3.5 Additional questions to the diabetic patients: 
 
The following information includes the social profile of the diabetic patients, their 
economic status, and the utilisation of health care resources, their lifestyle patterns 
and lastly, their disease profile. 
 
6.3.5.1  Social profile of the diabetic patients 
 
(a) Marital status 
 
The number of participants who indicated that they were single was 71, representing 
24,3% of the group. Six (6) of the participants were divorced, representing 2,1% of 
the total sample, and 47 participants (16,1%) were widowed.  The number of patients 
who said they were married was 168 (57,5%) of the total group. The number of 
patients that were married may not be a true reflection because the questionnaire did 
not distinguish between legal and traditional weddings. 
 
  (b) Number of dependants 
 
The number of dependants per patient ranged between a minimum of 0 to a 
maximum of 12.  The average was 2,1 per patient. Therefore, it can be assumed that 
the majority of patients had access to a support system. 
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6.3.5.2  Economic status of the diabetic patients 
 
(a) Employment 
 
Most of the participants, 190 (65,1%) of the group indicated that they were 
unemployed, 27 (9,2%) were only seasonally employed, 10 (3,4%) did contract work 
(piecework) and 37 (12,7%) were employed full-time.  The number of participants 
that did not respond was 28 (9,6%), because they were possibly housewives or 
pensioners and the questionnaire did not make provision for other types of 
employment or income. 
 
The reasons for the high percentage of unemployment could be that most of the 
patients were older (the mean average of their age being 52,8 years) and the fact 
that they received different types of grants such as pensions and disability grants. 
 
(b) Income 
 
Table 6.10 indicates income under two headings namely: regular or irregular and 
income per month. 
 
TABLE 6.10 INCOME PER MONTH, FROM INFORMATION OF DIABETIC 
PATIENTS 
 
 
INCOME 
 
NUMBER OF PARTICIPANTS (n=292) 
Regular income 159  (54,5%)   
Irregular income   86  (29,4%) 
Did not respond   47  (16,1%) 
INCOME NUMBER OF PARTICIPANTS (n=292) 
R500 per month   64  (21,9%) 
R501-R1000 per month 156  (53,4%) 
R1001-R2000 per month     8  (  2,7%) 
More than R2001 per month   19  (  6,6%) 
Did not respond   45  (15,4%) 
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Although the majority (54,5%) of the participants have a regular income according to 
Table 5.11, most of them (53,4%) only receive between R501 and R1 000 per month.   
 
(c) Grants 
 
The number of participants that received grants was 176 (60,2%) of the total sample. 
Eleven (3,8%) did not respond to the question and 105 (36%) indicated that they 
were not receiving any grants.  Out of the 176 that indicated that they were receiving 
grants, 98 (55,7%) received pension grants (for those between 60-65 years) and 78 
(44,3%) received disability grants. 
 
There was also evidence of unemployment or people receiving an income on an 
irregular basis.  This fact correlates with the situation in the Eastern Cape Province, 
where there is a high percentage of unemployment (SouthAfrica.info, 2008).  
 
On the question:”Who uses the grant?” the following response was given: 158 
(89,8%) use it themselves and 18 (10,2%) indicated that the grant was used by their 
dependants. 
 
6.3.5.3  Utilisation of health care resources by the diabetic patients 
 
(a) Distance from nearest medical facility/clinic/doctor 
 
Table 6.11 indicates the relationship between the number of participants and the 
distance they are from the nearest medical facility/clinic/doctor. 
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TABLE 6.11 DISTANCE FROM NEAREST MEDICAL FACILITY / CLINIC / 
DOCTOR 
 
 
DISTANCE 
 
NUMBER OF PARTICIPANTS (n=292) 
Less than ½ km 110 (37,7%) 
Less than 1 km   85 (29,1%) 
Between 1 – 2 km   33 (11,3%) 
Between 2 – 5 km   31 (10,6%) 
Between 5 – 10 km   12 (4,1%) 
More than 10 km   21 ( 7,2%) 
 
Table 6.11 indicates that 195 (66,8%) of the participants were less than 1 km from a 
medical facility, clinic or doctor which links to the objective of PHC that an accessible 
service should not be further than 5 km from the health care consumers (Department 
of Health, 2001d:1). 
 
(b) “From whom do you receive advice and treatment for your Diabetes 
Mellitus?” 
 
Table 6.12 indicates where the diabetic patients go for advice and treatment of DM. 
 
TABLE 6.12 FACILITY / ADVISOR FOR ADVICE AND TREATMENT OF DM 
 
 
FACILITY / ADVISOR 
 
 
NUMBER OF PARTICIPANTS (n=292) 
Registered nurse and staff at clinic 205 (70,2%) 
Doctor   78 (26,7%) 
Pharmacist     0   
Family     0   
Friends     2 (0,7%) 
Traditional health practitioner     3 (1,0%) 
Did not respond     4 (1,4%) 
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According to Table 6.12, most of the diabetic patients (70,2%) visiting the clinic 
stated that they consulted the registered nurses and staff at the clinic for their 
diabetic needs and to give them advice.  
 
(c) Main source of knowledge / information regarding DM. 
 
Participants could select more than one option in this question.  Table 6.13 illustrates 
what the patients regarded as their main source of information regarding DM. 
 
TABLE 6.13 MAIN SOURCE OF INFORMATION REGARDING DIABETES  
MELLITUS 
 
 
MAIN SOURCE OF INFORMATION 
 
NUMBER OF PARTICIPANTS  
Doctor 131 (44,8%) 
Registered nurse and staff at clinic 216 (73,9%) 
Traditional health practitioner   12 ( 4,1%) 
Pharmacist   12 ( 4,1%) 
Friends     6 ( 2,0%) 
Television   15 (5,1%) 
Radio   21 (7,2%) 
Family    9 (3,1%) 
Books  11 (3,8%) 
Magazines    7 (2,4%) 
 
Table 6.13 shows that most of the diabetic patients (73,9%) regard the registered 
nurse and staff at the clinic to be their main source of information pertaining to DM. 
 
(d) Educational topics regarding Diabetes Mellitus 
 
The following two questions are interrelated, in that the first question dealt with the 
topics regarding DM. These had been explained to the patients. The second question 
dealt with the topics regarding DM, on which the patients needed more information. 
Participants could select more than one option for this question. Table 6.14 indicates 
this difference. 
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TABLE 6.14 EDUCATIONAL TOPICS REGARDING DIABETES MELLITUS  
 
 
EDUCATIONAL TOPICS 
 
 
EXPLAINED 
 
MORE INFORMATION NEEDED 
Disease itself 180 (61,6%) 188 (64,4%) 
Treatment 181 (61,9%) 139 (47,6%) 
Diet 164 (56,2%) 131 (44,9%) 
Exercise 109 (37,3%) 110 (37,7%) 
Foot care 100 (34,2%) 124 (42,5%) 
Complications of DM   96 (32,9%) 131 (44,9%) 
Testing of blood glucose 155 (53,1%) 110 (37,7%) 
Use of alcohol   75 (25,7%)   56 (19,2%) 
 
Table 6.14 shows that the explanations about the disease DM itself, as well as the 
treatment thereof are being communicated more often to the patients than the other 
topics.  The diabetic patients, however, clearly state that they want to know even 
more about the disease itself.  That indicates that there could be a problem with the 
presentation of the explanations or that the explanations are too superficial or 
inaccurate.  The other topics were not as high on the list.  
 
(e) Frequency of visits to facility /advisor  
 
The number of patients who visit the facility/advisor weekly were 23 (7,9%); those 
who visit monthly were 235 (80,5%); every three months were 16 (5,5%); every 
six months were 2 (0,7%); once a year were 3 (1,0%).  Thirteen (4,4%) of the 
participants did not respond.  Therefore, one can deduce that most of the diabetic 
patients visit the clinic or advisor on the average once per month.  This correlates 
with what was expected, since patients get their chronic medication normally once a 
month. 
 
(d) Reasons for absence on appointment days 
 
This question was answered by 126 (43,2%) of the total population.  Transport 
problems when no transport is available, was the most important reason given for 
absence.  Seventy-four (58,7%) of the participants indicated this as being the most 
important reason.  Finance (money to pay for transport) was the next reason given by 
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36 (28,6%) and the fact that there is no facility nearby was the reason that 16 
(12,7%) of the participants opted for. 
 
There is no cost for visits to the clinic or the medication that the patients receive. 
 
(e) Availability of medication at clinics 
 
On the question of whether the medication needed by the patients was always 
available at the clinics, the number of patients who answered positively was 247 
(84,6%), 34 (11,6%) said no, and 11 (3,8%) of the participants did not respond.  This 
means that it can be assumed that in most cases the necessary medication for the 
treatment of DM is available at the clinics.  These results are in conflict with what was 
shared by the registered nurses, as well as the LHWs in phase 1, part 1 of this study. 
 
6.3.5.4  Lifestyle patterns of the diabetic patients 
 
(a) Use of alcohol 
 
The number of participants who admitted that they use alcohol was 35 (11,9%), 
seven (2,5%) did not respond and 250 (85,6%) of the patients indicated that they 
were not using alcohol.  Table 6.15 indicates the consumption frequency of alcohol 
by the 35 (11,9%) participants. 
 
TABLE 6.15 CONSUMPTION FREQUENCY OF ALCOHOL 
 
 
FREQUENCY 
 
NUMBER OF PARTICIPANTS (n=35) 
Every day   4 (11,4%) 
Once a week 14 (40,1%) 
More than once a week   6 (17,1%) 
Once in two (2) weeks  11 (31,4%) 
 
Only 35 (11,9%) participants of the total population answered this question.  From 
the table above, it can be seen that most of the patients (40,1%) use alcohol only 
once per week. 
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(b) Use of dagga 
 
There were 9 (3,1%) of the diabetic patients who responded positively to the question 
on the use of dagga, 265 (90,8%) responded in the negative, and 18 (6,1%) did not 
respond at all.  The following table (Table 6.16) shows the consumption frequency of 
dagga by the 9 participants. 
 
TABLE 6.16 CONSUMPTION FREQUENCY OF DAGGA 
 
 
FREQUENCY 
 
NUMBER OF PARTICIPANTS (n=9) 
Everyday  5  (55,6%) 
Once a week  2  (22,2%) 
More than once a week  2  (22,2%) 
 
Out of the 9 patients that answered this question, 5 (55,6%) of them stated that they 
used dagga every day. 
 
(c) Smoking habits 
 
There were 102 (34,9%) of the participants who admitted to smoking cigarettes and 
38 (13,0%) who were smoking pipes; therefore 140 (47,9%) participants indicated 
that they smoked on a regular basis.  
 
However, questions a, b, and c are of a very personal nature and the results cannot 
really be verified.  According to Strydom (2005) however, the substantial statistical 
evidence of consumption of alcohol and dagga in the area showed that this is indeed 
a big concern.  There is also evidence of violence and injuries caused by the abuse 
of alcohol and drugs, especially over weekends and on paydays (Strydom, 2005). 
 
6.3.5.5  Disease profile of the diabetic patients 
 
(a) Diagnosis of a diabetic patient 
 
The number of patients who were diagnosed by the registered nurse at the clinic as 
diabetic was 79 (27,1%); those who were diagnosed by a doctor were 201 (68,8%); 
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by a traditional healer were 2 (0,7%) and the number of patients who did not respond 
was 10 (3,4%). 
 
(b) Years since being diagnosed as suffering from Diabetes Mellitus 
 
The rationale for the three zones of options given to the diabetic patients to select is 
as follows: 
- suffering from DM less than 6 months: newly diagnosed and need detailed 
and accurate information, 
- suffering from DM more than 6 months, but less than 3 years: acceptance by 
diabetic patients, ready to listen and take advice to change lifestyle patterns, 
ready to take responsibility for their own health status, 
- suffering from DM more than 3 years: lifestyle patterns set, difficult to change 
and sometimes resistant to change and new advice and/or information. 
 
The above-mentioned rationale is based on the reaction of diabetic patients to their 
disorder, as well as the timing of education, as described by McDowell, Matthews 
and Brown (2007:253). 
 
The number of patients who had suffered from DM for less than 6 months were 24 
(8,2%) of the total group and 74 (25,3%) were diagnosed for longer than 6 months 
and shorter than 3 years.  The biggest group of respondents, 186 (63,6%), had been 
suffering from DM for longer than 3 years.  Eight (2,9%) of the participants did not 
respond. 
 
(c) Type 1 or type 2 diabetic 
 
The responses on the question, whether the patients knew which type of DM they 
were suffering from, were:  
- 227 (77,8%) of the participants did not know whether they were type 1 or type 
2 diabetics;  
- 34 (11,6%) replied that they were type 1 diabetics; and  
- 31 (10,6%) said that they fall in the type 2 diabetic category.   
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(d) Treatment of DM. 
 
To the question “To treat your DM, what do you use?” the following responses were 
given:  
- Insulin only users were 35 (11,9%) of the total group of participants;  
- participants who were using insulin and tablets were 42 (14,4%);  
- patients who only used tablets were 199 (68,2%); and  
- one person (0,3%) was on diet only.   
Fifteen (5,2%) participants did not respond to this question. 
 
Regarding the treatment of DM, the majority of the patients (68,2%) were using 
tablets only.  It appears that tablets are the more safe medication of choice, because 
patients using insulin need to test their blood glucose daily, on a regular basis.  Most 
of these patients do not have the financial means to buy the test strips and showed 
themselves not to be very reliable in the using of these strips, as well as in the care 
of, and administration of the insulin (Strydom, 2005). 
 
Patients do not always adhere to the correct dietary measures, because of financial 
reasons.  Many of them work and stay on fruit farms, and during harvesting, they 
tend to eat many fruit (Strydom, 2005). 
 
The 35 patients who indicated they were only on insulin treatment correlates with the 
34 patients responding that they were type 1 diabetics.  This also correlates with the 
general diabetes distribution of 10% type 1 diabetics and 90% type 2 diabetics 
(Nagel, 2002:24). 
 
(e) Medication used for DM. 
 
The responses given to the above-mentioned question are shown in Table 6.17.   
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TABLE 6.17 “DO YOU USE OTHER MEDICINES FOR DM NOT SUPPLIED BY 
THE CLINIC?” 
 
 
FACILITY WHERE MEDICINES ARE OBTAINED 
 
 
NUMBER OF PARTICIPANTS (n=292) 
Only from the clinic 221 (75,7%) 
Traditional health practitioner 
(including herbalist) 
  46 (15,8%) 
Over the counter supplements   15 ( 5,1%) 
Did not respond   10 ( 3,4%) 
 
Out of the total group, 75,7%  used only the medicines obtained from the clinic.  
Some of the patients stated that they visited traditional health practitioners from time 
to time.  From the 46 (15,8%) participants that indicated that they used herbal 
medicines for the treatment of DM, 25 (54,3%) named the medicine “wilde gansies”, 
“kankerbossie” or “bitter bossies”  (Sutherlandia frutescens) as the preferred choice.  
One of the active ingredients found in the indigenous African plant called 
Sutherlandia, is pinitol, which is a known anti-diabetic agent (Pullen, 2001b:8). 
 
This herb is used by either brewing it in boiling water or grinding it to a powder, which 
is taken with water.  It is also available at pharmacies as a capsule, which is taken 
with water.  “Wilde gansies”, “bitter bossies” or the so-called ‘cancer bush’ is an 
extract from the Sutherlandia frutescens plant which has been widely used for many 
years in traditional medicine.  (Refer to chapter 3, 3.3.2: “The influence of culture on 
disease”.)  
 
Other medications that were mentioned in the questionnaires, were inter alia aloe, 
African potato, “lewensessens”, “witte als” as well as dagga brewed in boiling water. 
According to Teichler (2005:173), the use of aloe, “milk stout” (bitter, black beer) and 
“wildegansies” (a green-leafed herbal plant, the Sutherlandia frutescens) is a 
widespread phenomenon amongst diabetics in the Eastern Cape Province. 
 
The over-the-counter supplements, which were mostly mentioned by the participants, 
were ‘Procydin’ and ‘Prosit’, the so-called anti-oxidants. 
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6.3.6 Results of overall knowledge on Diabetes Mellitus for the three groups: 
 
Some additional questions about their knowledge on the management of DM were 
posed to the three participating groups.  For the purpose of order and scientific 
accuracy, the researcher decided to mention the data obtained from these questions 
under this heading.  Section B (registered nurses) and section C (LHWs and diabetic 
patients) of the respective questionnaires featured questions with options of true 
(yes), false (no) and don’t know regarding the overall knowledge of DM.  It included 
items on the following statements: 
• about DM in general;  
• treatment of DM;  
• hypoglycaemia 
• effects of physical activity;  
• statements about food and DM;  
• effects of smoking and alcohol, as well as  
• reducing the risk of complications, and  
• foot care.   
It also included items related to blood glucose monitoring and control.   
 
The results of similar questions in the three questionnaires will be shown by means 
of comparative tables.  The results of different questions or question items stated 
differently in the three questionnaires, will be mentioned thereafter. 
 
6.3.6.1 Questions to the registered nurses pertaining to their knowledge 
level on DM 
 
(a) What do you consider as a random normal blood glucose level? 
 
The correct answer is between 4 - 6 mmol/l (Chase, 2006:54). 
 
Only 4 (14,3%) of the registered nurses indicated the correct answer, 14 (50,0%) of 
them said it is between 6 - 8 mmol/l and the remaining 10 (35,7%) thought it was 
between 8 -10 mmol/l.  Therefore, it is evident that the registered nurses displayed a 
lack of knowledge regarding the most basic information pertaining to DM. 
 
 
 
208 
 
(b) What random blood glucose reading will prompt you to refer a patient for 
further investigation pertaining to DM? 
 
The correct response is between 10 –12 mmol/l  (Chase, 2006:54). 
 
Only 6 (21,5%) of the registered nurses gave the correct option, whereas 12 (42,8%) 
replied that it was between 6 – 8 mmol/l and 10 (35,7%) stated that it was between 8 
– 10 mmol/l.  
 
Out of the results from the above-mentioned questions, it is evident that there is a 
lack of knowledge regarding the basic diagnostic criteria and a deficiency in 
knowledge pertaining to the normal blood glucose levels from the group of registered 
nurses. 
 
6.3.6.2  The knowledge level of LHWs pertaining to DM 
 
The following section will indicate the knowledge level on issues regarding DM as 
well as give an indication of their own rating on their knowledge regarding DM. 
 
(a) How would you rate your knowledge regarding Diabetes Mellitus? 
 
Overall, the participants agreed that their knowledge pertaining to DM was not good.  
Table 6.18 emphasises this statement. 
 
TABLE 6.18 SELF-RATING OF KNOWLEDGE REGARDING DM BY LHWs 
 
 
RATING 
 
NUMBER OF LHWs (n=123) 
Poor 64 (52,0%) 
Below average 27 (21,9%) 
Average 20 (16,4%) 
Good 11 (  8,9%) 
Excellent   1 (  0,8%) 
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(b) Do you feel following a healthy diet is important in the treatment of DM? 
 
The number of participants who agreed that a healthy diet is important in the 
treatment of DM, was 116 (94,3%) of the total group, whereas 7 (5,7%) did not 
agree. 
 
(c) What is a healthy diet? 
 
The correct answer is: to have a balanced meal that consists of foodstuffs from all 
the food groups, for every meal and at least 8 glasses of water per day. 
 
The correct answer was given by 11 (8,9%) of the participants.  Ten (8,1%) of them 
gave a wrong answer, while 32 (26,1%) said that a healthy diet means enough fruit 
and vegetables and 70 (56,9%) did not respond at all. 
 
(c) Do you consider exercise to be an important requirement in the treatment 
of DM? 
 
The majority 121 (98,4%) of the participants agreed that exercise is an important part 
of the treatment of DM, while only 2 (1,6%) did not agree. 
 
(e) What are the causes of Diabetes Mellitus? 
 
The model answer to this question is as follows: 
- The pancreas does not function properly, because of trauma, disease or 
genetics (family history); 
- obesity, wrong eating habits and lack of exercise; which cause 
- the ßeta-cells not to secrete enough insulin to lower the blood glucose level in 
the body. 
 
None of the participants gave the completely correct answer because it is a complex 
one, but 20 (16,3%) of them gave an acceptably correct answer, indicating one or 
two of the correct statements.  Ten (8,1%) participants gave a totally incorrect 
answer and 93 (75,6%) did not respond. 
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6.3.6.3  The knowledge level of diabetic patients pertaining to DM 
 
(a) Explain the difference between type 1 DM and type 2 DM 
 
The model answer to this question is: 
-Type 1: the pancreas does not secrete insulin, therefore the patient needs to take 
insulin for survival; 
-Type 2: the pancreas does secrete insulin, but not enough, or the body does not 
accept the insulin; this condition can be managed by diet, tablets and later with 
tablets and insulin. 
 
On this question, only 1 (0,3%) participant described the difference between type 1 
and type 2 diabetes correctly.  Seven (2,4%) gave an incorrect description, 280 
(95,9%) did not know and 4 (1,4%) did not respond. 
 
(b)  “How do you test your blood sugar to know if it is high or low?” 
 
The number of participants who go to a professional person (nurse, doctor or 
pharmacist) to get their blood glucose tested was 182 (62,5%).  Only one participant 
(0,3%) of the total group stated that he tested his blood glucose himself by doing the 
finger prick.  The number of patients who did not respond to the question was 109 
(37,2%).  The patients therefore, do not test their blood glucose levels themselves, 
because they do not have the means or the knowledge and skills to do the testing 
successfully. 
 
6.3.6.4  Statements about Diabetes Mellitus 
 
Different statements pertaining to DM were made in the three questionnaires, as 
shown in Table 6.19.  Figure 6.2 emphasises the level of knowledge on Diabetes 
Mellitus of the participants. 
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TABLE 6.19 STATEMENTS ABOUT DIABETES MELLITUS 
 
 
 
STATEMENT 
 
 
MODEL ANSWER 
 
REGISTERED 
NURSES 
(N=28) 
% CORRECT 
 
LHWs 
(N=123) 
% CORRECT 
 
DIABETIC 
PT’S (N=292) 
% CORRECT 
 
Diabetes can be 
controlled with 
treatment 
 
True   (Ramaiya, 
2006:11, Chiasson,, 
et al., 2005:183) 
 
27 (96%) 
 
119 (97%) 
 
249 (85%) 
 
A little sugar in the 
urine is a good thing 
 
False  (Chiasson, et 
al., 2005:180) 
 
24 (86%) 
 
51 (41%) 
 
 
131 (45%) 
Diabetes is likely to go 
away after a while 
False  (Business 
Day, 2006) 
 
25 (89%) 
 
89 (72%) 
 
155 (53%) 
Stressful experiences 
can affect blood 
glucose levels 
True  (Home, 2006: 
325) 
 
26 (93%) 
 
101 (82%) 
 
240 (82%) 
Blood glucose levels 
do not affect your 
chances of developing 
complications 
 
False (Mbanya, 
2006:11, Nagel, 
2002:21) 
 
 
22 (79%) 
  
High blood sugar levels 
can cause poor 
eyesight 
True (Subramaniam, 
2006:341) 
 
 
 
107 (87%) 
 
222 (76%) 
A person can also 
suffer from mild 
diabetes 
False (Chase, 
2006:3, Nagel, 
2002:19) 
  
33 (27%) 
 
69 (24%) 
 
** Blank spaces in the previous table indicate that the specific question 
was not included for those participants 
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Figure 6.2 Level of knowledge about Diabetes Mellitus. 
 
It is indicated in the previous figure that the LHWs and diabetic patients seem to think 
that a little sugar in the urine is not significant, because only 41% of LHWs gave 
correct responses and the in the group of diabetic patients 45% were correct.   
 
The following is a rating tool to ensure consistency in knowledge evaluation. 
 
TABLE 6.20 RATING TOOL FOR KNOWLEDGE EVALUATION 
 
 
CORRECT RESPONSES 
 
KNOWLEDGE LEVEL 
 
LESS THAN 40% 
 
POOR 
 
BETWEEN 40% - 49% 
 
BELOW AVERAGE 
 
BETWEEN 50% - 59% 
 
AVERAGE 
 
BETWEEN 60% - 69% 
 
GOOD 
 
70% AND ABOVE 
 
EXCELLENT 
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Overall, in the above-mentioned section, the knowledge on DM in general, seems to 
be average to good, but the question mentioning that a person could suffer from mild 
diabetes was answered poorly.  The LHWs and the diabetic patients, who responded 
positively on the question that a person could also suffer from mild diabetes, were 
asked to give reasons for their answers.     
 
Thirty-three (27%) of the LHWs that thought that mild diabetes does exist: 
- six (75%) participants said it is mild DM when a person is on tablets only as 
treatment for the disease; 
- two (25%) LHWs reasoned it is mild DM when the blood glucose reading is 
low; and 
- twenty-five of the 33 participants did not respond to this question, although 
they had indicated in the previous question that mild DM does exist. 
 
Out of the 69 (24%) of the patients that thought that mild diabetes does exist:  
- two (2,9%) indicated that it is mild DM when a person is on medication;  
- two (2,9%) said it is mild DM when a person is on tablets only, as treatment 
for the disease;   
- one participant felt that it is mild DM when a person is on diet only, as 
treatment for DM;  
- sixteen (23,2%) reasoned it is mild DM when the blood glucose reading is 
low; and 
- forty-eight (69,6%) of the 69 participants did not respond to this question, 
although they had indicated in the previous question that mild DM does exist. 
 
6.3.6.5  Statements about the prescribed treatment for DM 
 
The statements about the prescribed treatment for DM were divided into two 
sections, namely: patients who use tablets as treatment for DM and those patients 
who use insulin as the prescribed treatment for DM. 
 
(a) Tablets 
 
Different statements pertaining to tablets used for the treatment of DM were made in 
the three questionnaires, as shown in Table 6.21. 
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TABLE 6.21 TREATMENT OF DIABETES WITH TABLETS 
 
 
STATEMENT 
Tablets for the 
treatment of diabetes… 
 
MODEL 
ANSWER 
 
REGISTERED 
NURSES 
(N=28) 
% CORRECT 
 
LHWs  
(N=123) 
% CORRECT 
 
DIABETIC 
PT’S (N=292) 
% CORRECT 
…help lower the amount of 
glucose in the blood 
True (vdMerwe, 
et al., 2004:59)   
 
27 (96%) 
 
111 (90%) 
 
235 (80%) 
… do not need to be taken 
every  day 
False  (Gadsby, 
2005:9)  
 
27 (96%) 
 
82 (67%) 
 
156 (53%) 
… can be stopped if urine 
tests show no glucose   
False (Gregory, 
2003:28) 
 
28 (100%) 
 
78 (63%) 
 
 
158 (54%) 
… can sometimes cause 
blood glucose to be too 
low 
True (Nagel, 
2002:45,46) 
 
23 (82%) 
 
57 (47%) 
 
93 (32%) 
…patients can eat or drink 
anything, if they take their 
tablets regularly 
 
False (Chase, 
2006: 34) 
  
94 (76%) 
 
180 (62%) 
If patients are ill and not 
eating, it is advisable to… 
-     test glucose levels 
 
True (Nagel, 
2002:47) 
 
 
28 (100%) 
  
-    continue taking their         
tablets 
True (Chase, 
2006:34) 
 
19 (68%) 
  
-    stop taking their tablets 
if their blood glucose falls 
too low 
True (Nagel, 
2002:45) 
 
12 (43%) 
  
-    contact a doctor if they 
cannot keep fluids down 
True (Gregory, 
2003: 30)    
 
28 (100%) 
  
 
** Blank spaces indicate that the specific question was not included for 
those respondents. 
 
(b) Insulin 
 
Some statements pertaining to insulin used for the treatment of DM were made in the 
three questionnaires, as shown in Table 6.22.  
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TABLE 6.22 TREATMENT OF DIABETES WITH INSULIN 
 
 
STATEMENT 
If patients are ill and 
not eating, it is 
advisable to… 
 
MODEL ANSWER 
 
REGISTERED 
NURSES 
(N=28) 
% CORRECT 
 
LHWs 
(N=123) 
% CORRECT 
 
DIABETIC 
PT’S (N=292) 
% CORRECT 
… take less long-acting  
insulin 
False (Wolfe-Coote, 
1999a:38) 
 
10 (36%) 
 
  52 (42%) 
 
  81 (28%) 
… check  blood glucose 
level and urine for 
ketones frequently 
 
True (Pullen, 2006: 
37) 
 
 
23 (82%) 
 
106 (86%) 
 
137 (47%) 
… contact a doctor if 
patient cannot keep 
fluids down 
True (Gadsby, 2005: 
11) 
 
27 (96%) 
 
110 (89%) 
 
140 (48%) 
…take extra quick-acting 
insulin if ketones test 
positive 
True (Wolfe-Coote, 
1999a:38) 
 
  4 (14%) 
  
…take more insulin False (Nagel, 2002: 
46) 
   57 (46%)   80 (27%) 
 
** Blank spaces indicate that the specific question was not included for 
those respondents. 
 
From the results of the above-mentioned questions regarding the prescribed aspects 
of treatment for DM with tablets and insulin, it can be seen that the overall knowledge 
on tablets is far better than the knowledge on insulin.   
 
In the case of the registered nurses, the overall percentage of correct answers on the 
knowledge of tablets was 86%, as opposed to 57% for correct answers on the 
knowledge of insulin. 
 
Regarding the knowledge level on the use of insulin as treatment for DM, the results 
indicated that the registered nurses were not sure about the working of long-acting as 
well as quick-acting insulin and how it should be utilised in the treatment of DM.  Only 
36% and 14% of correct responses respectively were given by the registered nurses 
for the two related questions.  This could be the reason that they do not prefer 
 
 
216 
 
diabetic patients to be treated with insulin as well as the fact that the clinic do not get 
a sufficient supply of the relevant equipment as well as supplies.   
   
Where the LHWs were concerned, the difference between the percentages of correct 
answers for tablets was 69%, as compared to 66% for the answers on insulin.  The 
knowledge level of the diabetic patients also indicated a lesser knowledge with 
regard to insulin as treatment (38%) as compared to treatment with tablets. 
 
6.3.6.6  Statements about hypoglycaemia in DM 
 
(a) Hypoglycaemia in DM 
 
Different statements pertaining to hypoglycaemia in DM were made in the three 
questionnaires, as shown in Table 6.23. 
 
TABLE 6.23 HYPOGLYCAEMIA IN DIABETES MELLITUS 
 
STATEMENT 
 
MODEL ANSWER 
 
REGISTERED 
NURSES (N=28) 
% CORRECT 
 
LHWs (N=123) 
% CORRECT 
 
DIABETIC PT’S 
(N=292) 
% CORRECT 
 
There is too much glucose in 
the blood 
 
False (Chase, 
2006:67) 
 
26 (93%) 
 
67 (55%) 
 
  99 (34%) 
 
Hypoglycaemia can be 
caused by an increase in 
physical activity 
 
True (vdMerwe, et 
al., 2004: 85) 
 
21 (75%) 
 
31 (25%) 
 
  48 (16%) 
 
Hypoglycaemia can be 
caused by alcohol 
 
True (Nagel, 
2002:41) 
 
16 (57%) 
 
63 (51%) 
 
111 (38%) 
 
Hypoglycaemia can be 
caused by too much insulin 
 
 
True (Nagel, 
2002:41) 
 
24 (86%) 
 
58 (47%) 
 
100 (34%) 
 
There is too little glucose in 
the blood 
 
True (Chase, 2006: 
67) 
 
27 (96%) 
  
 
Low blood sugar can be 
caused by eating too much 
 
False (Gregory, 
2002:67) 
  
64 (52%) 
 
106 (36%) 
 
** Blank spaces indicate that the specific question was not included for those 
respondents. 
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From the results in the previous table, it becomes evident that the registered nurses 
have a good overall knowledge on hypoglycaemia and the causes thereof, the 
knowledge of the LHWs is average and that of the diabetic patients is poor on the 
same topic. 
 
(b) Symptoms of hypoglycaemia    
 
Some symptoms pertaining to hypoglycaemia in DM were made in the three 
questionnaires, as shown in Table 6.24. 
 
TABLE 6.24 SYMPTOMS COMMONLY ASSOCIATED WITH HYPOGLYCAEMIA 
 
 
STATEMENT 
 
MODEL 
ANSWER 
 
REGISTERED 
NURSES (N=28) 
% CORRECT 
 
LHWs 
(N=123) 
% CORRECT 
 
DIABETIC 
PT’S (N=292) 
% CORRECT 
Slurred speech True (Nagel, 
2002:41) 
24 (86%)  63 (51%) 157 (54%) 
Feeling very thirsty False (Chase, 
2006:87) 
11 (39%)    8 ( 6%)   16 ( 5%) 
Sweating True (Nagel, 
2002:41) 
26 (93%)  71 (58%) 171 (59%) 
Dizziness True  (Nagel, 
2002:41) 
27 (96%) 104 (85%) 217 (74%) 
Confused thinking True  (Nagel, 
2002:41) 
26 (93%)   72 (58%) 158 (54%) 
Passing more urine than 
usual 
False    (Chase, 
2006:86) 
17 (61%)   12 (10%)   36 (12%) 
Feeling full of energy False (Chase, 
2006:86) 
   80 (65%) 146 (50%) 
Aggression True (Nagel, 
2002:41) 
   75 (61%) 146 (50%) 
 
** Blank spaces indicate that the specific question was not included for 
those respondents. 
 
The above-mentioned table indicates that the knowledge on the symptoms 
associated with hypoglycaemia of the registered nurses is good, that of the LHWs 
and the diabetic patients is average, in both instances. 
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(c) Treatment of hypoglycaemia  
 
Different statements pertaining to the treatment of hypoglycaemia in DM were made 
in the three questionnaires, as shown in Table 6.25. 
 
TABLE 6.25 RECOMMENDED TREATMENT FOR HYPOGLYCAEMIA IN DM 
 
 
STATEMENT 
 
MODEL 
ANSWER 
 
REGISTERED 
NURSES 
(N=28) 
% CORRECT 
 
LHWs 
(N=123) 
% CORRECT 
 
DIABETIC 
PT’S (N=292) 
% CORRECT 
…have a sugary drink 
immediately 
True (Nagel, 
2002: 42) 
26 (93%) 91 (74%) 199 (68%) 
…treat hypoglycaemia and 
rest for 15 minutes 
True (vdMerwe, 
et al., 2004: 86) 
22 (78%) 89 (72%) 205 (70%) 
…eat a bar of chocolate or 
some biscuits immediately 
False  
(vdMerwe, et 
al., 2004: 86) 
 
  9 (32%) 
  
…eat a peanut butter 
sandwich, after an  initial 
sugary drink  
True (vdMerwe, 
et al., 2004: 86) 
  
71 (57%) 
 
155 (53%) 
… play sport False (Chase, 
2006: 86) 
 54 (44%) 106 (36%) 
 
** Blank spaces indicate that the specific question was not included for 
those respondents. 
 
From the results of the previous table, it can be deduced that all the groups of 
participants have an average to good knowledge on the recommended treatment for 
hypoglycaemia except when it refers to the playing of sport. 
 
(d) Physical exercise and hypoglycaemia 
 
Some statements pertaining to the usual effects of physical exercise on diabetic 
patients were made in the three questionnaires, as shown in Table 6.26. 
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TABLE 6.26 THE USUAL EFFECT OF PHYSICAL EXERCISE ON DM 
 
 
STATEMENT 
 
MODEL 
ANSWER 
 
REGISTERED 
NURSES 
(N=28) 
% CORRECT 
 
LHWs 
(N=123) 
% CORRECT 
 
DIABETIC 
PT’S (N=292) 
% CORRECT 
...lower blood glucose levels True (Nagel, 
2002: 35) 
21 (75%) 43 (35%)   79 (27%) 
...increase glucose levels in 
urine 
False (Chase, 
2002:90) 
20 (71%) 47 (38%) 105 (36%) 
…raise blood glucose levels False (Nagel, 
2002: 35) 
21 (75%)   
…leave blood glucose levels 
unchanged 
False (Nagel, 
2002: 36) 
 
16 (57%) 
  
…loss of weight True (Chase, 
2002:88) 
 84 (68%) 170 (58%) 
Patients on insulin: 
Prior to an hour of physical 
activity, it is advisable to… 
-  measure the blood glucose 
level 
 
True (Nagel, 
2002: 37) 
 
 
24 (86%) 
 
 
 
 
 
-  take less insulin with the 
same amount of food 
True (Wolfe-
Coote, 
1999a:45) 
 
  5 (18%) 
  
-  take the same amount of 
insulin with more food 
True (Wolfe-
Coote, 
1999a:45) 
 
13 (46%) 
  
-  take more insulin with less 
food 
False (Wolfe-
Coote, 
1999a:45) 
 
26 (93%) 
  
-  take extra carbohydrates 
(quick-acting) food, if blood 
glucose level is low  
True (Wolfe-
Coote, 
1999a:45) 
 
22 (79%) 
  
 
** Blank spaces indicate that the specific question was not included for 
those respondents. 
 
The results above indicate that the knowledge of the registered nurses on 
hypoglycaemia is average, sometimes even good, but there is a deficit in the 
knowledge of the effects of physical exercise on insulin users.  The overall 
 
 
220 
 
knowledge of the LHWs and the diabetic patients pertaining to hypoglycaemia varies 
from average to poor. 
 
In some instances, the diabetic patients have a knowledge deficit regarding the 
causes of hypoglycaemia, as well as the treatment thereof.  The LHWs also indicated 
a knowledge deficit pertaining to some of the symptoms of hypoglycaemia and the 
usual effects of physical exercise on DM. 
 
Figure 6.3 indicates the overall correct responses from the relevant groups of 
participants regarding their knowledge on hypoglycaemia. 
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Figure 6.3 Knowledge pertaining to hypoglycaemia. 
 
Figure 6.3 indicates that the LHWs, as well as the diabetic patients, seem to know 
how to treat hypoglycaemia, but they do not know all the possible symptoms of this 
condition.  This knowledge deficit needs to be addressed during education. 
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6.3.6.7  Statements about food and DM 
 
(a) Snacks 
 
Some statements regarding the eating of snacks by diabetic patients were made in 
the questionnaire of the registered nurses. 
 
(i) If patients ate a chocolate bar between meals they would need extra 
insulin 
This is true and 9 (32%) of the registered nurses were correct. 
 
(ii) If a snack is taken within 1 hour of the next meal, patients should wait 
until the meal before taking any extra insulin 
This is a true statement. Fifteen (54%) of the registered nurses agreed with the 
statement.  
 
(iii) All snacks need insulin 
This is a false statement and 25 (89%) of the registered nurses were correct. 
 
(b)  The effect of food on blood glucose levels  
 
Some statements regarding the effect of food on the blood glucose levels were made 
in the three questionnaires, as shown in Table 6.27. 
 
TABLE 6.27 THE EFFECT OF FOOD ON THE BLOOD GLUCOSE LEVELS 
 
 
STATEMENT 
 
MODEL 
ANSWER 
 
REGISTERED 
NURSES (N=28) 
% CORRECT 
 
LHWs 
(N=123) 
% 
CORRECT 
 
DIABETIC 
PATIENTS 
(N=292) 
% CORRECT 
Sugary foods affect blood glucose 
levels 
True (Wolfe-
Coote, 
1999a:45) 
26 (93%) 106 (86%) 226 (77%) 
Starchy foods (e.g. potato, bread, 
etc.)  affect the blood glucose 
levels 
True (Delport 
& Steenkamp, 
2002: 22) 
 
21 (75%) 
 
78 (63%) 
 
185 (63%) 
Protein foods (meat, cheese etc.) 
affect the blood glucose levels 
False (Slabbert, 
1998: 25) 
  9 (32%) 30 (24%)   70 (24%) 
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STATEMENT 
 
MODEL 
ANSWER 
 
REGISTERED 
NURSES (N=28) 
% CORRECT 
 
LHWs 
(N=123) 
% 
CORRECT 
 
DIABETIC 
PATIENTS 
(N=292) 
% CORRECT 
Full-fat foods will affect the blood 
glucose levels more than low-fat 
foods 
False  (Delport 
& Steenkamp, 
2002: 22) 
 
  5 (18%) 
   
  9 ( 7%) 
 
  27 ( 9%) 
Any amount of fresh fruit can be 
eaten with little effect on blood 
glucose levels 
False ( Delport 
& Steenkamp, 
2002: 24) 
 
18 (64%) 
 
47 (38%) 
 
136 (47%) 
Fresh, unsweetened fruit juice can 
be drunk freely with little effect on 
the blood glucose levels 
False (Delport 
& Steenkamp, 
2002: 24) 
 
15 (54%) 
 
39 (32%) 
 
  89 (30%) 
Sugary foods require more insulin 
than starchy foods, even if it 
contains the same amount of 
carbohydrate 
False (Wolfe-
Coote, 
1999a:45) 
 
 
  8  (29%) 
  
Grapes, bananas and watermelon 
are good for diabetics 
False 
(Slabbert, 
1998: 25) 
  
65 (53%) 
 
185 (63%) 
People with diabetes need to 
avoid foods containing any sugar 
False (Wolfe-
Coote, 
1999a:45) 
 
  8  (29%) 
  
 
It is not possible to eat too much 
protein 
 
False 
(Slabbert, 
1998: 25) 
 
18 (64%) 
  
Fried foods are usually high in fat True (Nagel, 
2002: 34) 
26 (93%)   
Pastry and cakes are high in fat True (Nagel, 
2002: 34) 
25 (89%)   
Cheese and biscuits are usually 
less fattening than puddings 
False (Nagel, 
2002: 34) 
 
  9 (32%) 
  
All margarines and spreads have 
fewer calories than butter 
False 
(vdMerwe, et 
al., 2004: 71) 
 
14 (50%) 
  
Restricting use of salt can help to 
reduce high blood pressure 
True (Nagel, 
2002:89) 
 
26 (93%) 
  
High-fat foods can increase the 
risk of complications 
True 
(vdMerwe, et 
al., 2004: 71) 
 
 
24 (86%) 
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STATEMENT 
 
MODEL 
ANSWER 
 
REGISTERED 
NURSES (N=28) 
% CORRECT 
 
LHWs 
(N=123) 
% 
CORRECT 
 
DIABETIC 
PATIENTS 
(N=292) 
% CORRECT 
Special diabetic products can be 
eaten freely without leading to 
weight gain 
False 
(vdMerwe, et 
al., 2004: 71) 
 
13 (46%) 
  
 
** Blank spaces indicate that the specific question was not included for 
those respondents. 
 
From the above-mentioned results, the following becomes clear: the registered 
nurses showed a knowledge deficit regarding the role of insulin in the daily food 
consumption of the diabetic patient.  All groups of participants displayed a lack of 
knowledge pertaining to the effects of different food groups on the blood glucose 
level.  The diabetic patients showed some confusion regarding the high glucose 
content in fruit and unsweetened fruit juices. However, the knowledge level of the 
LHWs and the diabetic patients is almost the same. 
 
(c) The effect of alcohol on blood glucose levels 
 
(i) Different statements pertaining to the effect of alcohol on blood glucose levels 
were made in the three questionnaires, as shown in Table 6.28. 
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TABLE 6.28 THE EFFECT OF ALCOHOL ON BLOOD GLUCOSE LEVELS 
 
 
STATEMENT 
Alcohol… 
 
MODEL 
ANSWER 
 
REGISTERED 
NURSES 
(N=28) 
% CORRECT 
 
LHWs 
(N=123) 
% CORRECT 
 
DIABETIC 
PT’S (N=292) 
% CORRECT 
...lowers blood glucose levels 
after a  few hours 
True (Nagel, 
2002: 35) 
12 (43%) 36 (29%)   54 (18%) 
...raises blood glucose levels 
initially 
True (Nagel, 
2002: 35) 
23 (82%) 72 (59%) 135 (46%) 
Alcohol-free wines and lagers 
will have no effect on blood 
glucose levels 
False 
(vdMerwe, et 
al., 2004: 
73) 
 
18 (64%) 
  
Alcohol has no calories False 
(Delport & 
Steenkamp, 
2002: 24) 
21 (75%)   
 
** Blank spaces indicate that the specific question was not included for 
those respondents. 
 
The findings, as shown in Table 6.28, indicated that registered nurses were aware of 
the effect of alcohol on blood glucose levels; the LHWs seemed not so sure and the 
percentage of diabetic patients with correct answers was low. 
 
(ii) Some statements pertaining to the effect of alcohol on patients, who are using 
insulin to treat their DM, were made in the three questionnaires, as shown in 
Table 6.29. 
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TABLE 6.29 THE EFFECT OF ALCOHOL ON PATIENTS WHO ARE USING 
INSULIN AS TREATMENT FOR DM 
 
 
STATEMENT 
 
MODEL 
ANSWER 
 
REGISTERED 
NURSES 
(N=28) 
% CORRECT 
 
LHWs 
(N=123) 
% CORRECT 
 
DIABETIC 
PT’S (N=292) 
% CORRECT 
(1 unit of alcohol = 1 tin of beer, 
1 small glass of wine or a single 
measure of spirits) 
 
If drinking 3 or more units of 
beer, etc. extra quick-acting 
insulin should be taken to 
control blood glucose levels 
 
 
 
 
True 
(vdMerwe, et 
al., 2004: 
71) 
 
 
 
   5 (18%) 
 
 
   
   7 ( 6%) 
 
 
 
20 ( 7%) 
If drinking 1 unit of wine or beer 
With a meal, no adjustment to 
your insulin is necessary 
True  
(vdMerwe, et 
al., 2004: 
71) 
 
18 (64%) 
 
23 (19%) 
 
32 (11%) 
If drinking 6 or more units of 
alcohol in an evening, long-
acting insulin (if taken at 
bedtime) could be reduced to 
prevent night-time 
hypoglycaemia  
 
 
True 
(vdMerwe, et 
al., 2004: 
71) 
 
 
 
  7 (25%) 
  
 
** Blank spaces indicate that the specific question was not included for 
those respondents. 
 
The results on the effects of alcohol on blood glucose levels indicated that the 
knowledge level of all three groups of participants was inadequate. 
 
Figure 6.4 shows the responses of the three groups of participants regarding the 
effect of food and alcohol on blood glucose levels, as well as the effect of alcohol on 
insulin users. 
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Figure 6.4 The effect of food and alcohol on blood glucose levels (including 
insulin users). 
 
From the figure shown above, it could be seen that the knowledge level of all groups 
of participants pertaining to the effect of alcohol on insulin users was not sufficient. 
 
6.3.6.8 Diabetes Mellitus management 
 
The following two sections of questions were posed to the group of registered nurses 
in the research study: 
 
(a) Complications and examinations 
 
(i) Keeping diabetes well controlled over the years can lower your risk of damage 
to… 
 
- nerves in your feet 
This is true and 27 (96%) of the registered nurses were correct. 
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- your kidneys 
This is a true statement.  Twenty-four (86%) of the registered nurses were 
correct.  
- your eyes 
This is also true and 27 (96%) of the group were right.  
 
(b) Eye care 
 
(i) Eye examinations with an ophthalmoscope (special torch for looking at the back 
of the eye) are… 
 
- needed even if diabetes is well controlled 
This is true and 25 (89%) of the registered nurses were correct.  
 
- not needed for people treated by diet alone 
This statement is false.  Twenty-four (86%) of the registered nurses gave the 
right answer.  
 
- recommended because early treatment of damage to the back of the eye 
can prevent blindness 
This is true and 25 (89%) of the registered nurses were correct. 
  
(ii)   Regular examinations are recommended to check…  
 
Some statements pertaining to the reasons for regular examinations of diabetic 
patients were made in the three questionnaires, as shown in Figure 6.5. 
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Figure 6.5 Reasons for regular examinations of diabetic patients. 
 
(c) Smoking  
 
Some statements pertaining to the effect of smoking on diabetic patients were made 
in the three questionnaires, as shown in Table 6.30. 
 
TABLE 6.30 THE EFFECT OF SMOKING ON DIABETIC PATIENTS 
 
 
STATEMENT 
 
MODEL 
ANSWER 
 
REGISTERED 
NURSES 
(N=28) 
% CORRECT 
 
LHWs (N=123) 
% CORRECT 
 
DIABETIC 
PT’S (N=292) 
% CORRECT 
The risk of serious foot problems 
leading to amputation is 
increased 
True (Ko & 
Cockram, 
2005:19) 
 
27 (96%) 
 
  85 (69%) 
 
158 (54%) 
The risk of heart disease is 
increased 
True 
(vdMerwe, 
et al., 2004: 
208) 
26 (93%) 104 (85%) 223 (76%) 
The risk of a stroke is increased True 
(vdMerwe, 
et al., 2004: 
121) 
27 (96%) 102 (83%) 216 (74%) 
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STATEMENT 
 
MODEL 
ANSWER 
 
REGISTERED 
NURSES 
(N=28) 
% CORRECT 
 
LHWs (N=123) 
% CORRECT 
 
DIABETIC 
PT’S (N=292) 
% CORRECT 
It can be a good way of keeping 
the weight down 
False 
(Nagel, 
2002:25) 
26 (93%)   63 (51%) 118 (40%) 
It is no worse than for a person 
without diabetes 
False 
(Nagel, 
2002:25) 
23 (82%)   
It can cause lung cancer True 
(Seftel, 
2002: 16) 
   99 (80%) 213 (73%) 
 
** Blank spaces indicate that the specific question was not included for 
those respondents. 
 
The results found in the previously mentioned sections, which dealt with 
complications, examinations in DM, as well as eye care, and smoking, seemed to be 
very good.  All three groups scored relatively high marks in these sections. 
 
(d) Foot care 
 
Different statements pertaining to the foot care of diabetic patients were made in the 
three questionnaires, as shown in Table 6.31. 
 
TABLE 6.31 THE FOOT CARE OF DIABETIC PATIENTS 
 
 
STATEMENT 
 
MODEL 
ANSWER 
 
REGISTERED 
NURSES (N=28) 
% CORRECT 
 
LHWs 
(N=123) 
% CORRECT 
 
DIABETIC 
PT’S (N=292) 
% CORRECT 
 
 
It is best to wear shoes, which are 
a size larger than needed 
False 
(Clarke, 
2003:17) 
16 (57%)    18 (15%)   72 (25%) 
 
Soaking your feet is good for them 
False 
(Nagel, 
2002:42) 
11 (39%)    23 (19%)   48 (16%) 
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STATEMENT 
 
MODEL 
ANSWER 
 
REGISTERED 
NURSES (N=28) 
% CORRECT 
 
LHWs 
(N=123) 
% CORRECT 
 
DIABETIC 
PT’S (N=292) 
% CORRECT 
 
 
You may injure your feet but not 
feel it 
True 
(Nagel, 
2002: 42) 
21 (75%)    72 (59%) 192 (66%) 
 
Because you have diabetes, your 
feet need to be checked for 
discoloration, infections, corns or 
injuries of any type…  
-  by you or someone else once a 
day 
 
 
 
 
True 
(Clarke, 
2003:17) 
 
 
 
24 (86%) 
  
- while ‘wearing in’ new shoes   True 
(Clarke, 
2003:17) 
19 (68%)   
-  whenever you are aware of 
discomfort 
True 
(Clarke, 
2003:17) 
24 (86%)   
 
- only if you have had foot 
problems   
 
False 
(Clarke, 
2003:17) 
 
23 (82%) 
  
Foot injuries take longer to heal 
than if you didn’t have diabetes 
True 
(Clarke, 
2003:17) 
 
25 (89%) 
 
109 (89%) 
 
245 (84%) 
Wounds are likely to become 
infected if they are not looked after 
properly 
True 
(Clarke, 
2003:17) 
 
 
26 (93%) 
  
Check the feet for corns, injuries, 
infections and blisters daily 
True 
(Clarke, 
2003:17) 
 114 (93%) 247 (85%) 
It is advisable to cut or file your 
toenails… 
 -  straight across 
 
False 
(Nagel, 
2002:43) 
 
  7 (25%) 
  
 
-  to the shape of your toe 
 
True 
(Nagel, 
2002:43) 
 
  
 8 (29%) 
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STATEMENT 
 
MODEL 
ANSWER 
 
REGISTERED 
NURSES (N=28) 
% CORRECT 
 
LHWs 
(N=123) 
% CORRECT 
 
DIABETIC 
PT’S (N=292) 
% CORRECT 
 
Foot problems such as blisters, 
corns or tough nails, can be 
treated safely by… 
-  a state-registered chiropodist 
 
 
 
 
True 
(Clarke, 
2003:17) 
 
 
 
22 (79%) 
  
-  any chiropodist False 
(Clarke, 
2003:17) 
  7 (25%)   
-  yourself False 
(Clarke, 
2003:17) 
10 (36%)   
-  anyone False 
(Clarke, 
2003:17) 
23 (82%)   
 
Types of shoes recommended for a 
person with diabetes include:  
- lace-up shoes 
 
True 
(Nagel, 
2002:42) 
 
 
25 (89%) 
 
   46 (37%) 
 
159 (54%) 
-  trainers True 
(Nagel, 
2002:42) 
19 (68%)    58 (47%) 159 (54%) 
-  high heels False 
(Nagel, 
2002:42) 
26 (93%)    74 (60%) 179 (61%) 
-  open-toed shoes False 
(Nagel, 
2002:42) 
16 (57%)    30 (24%)   70 (24%) 
-  no shoes at all False 
(Nagel, 
2002:42)      
24 (86%)    88 (72%) 192 (66%) 
 
People with diabetes tend with age 
to have dry skin on their feet.  It is 
therefore advisable to… 
-  rub feet 
 
 
False 
(vdMerwe, 
et al., 
2004:100) 
 
 
 
   
8 (29%) 
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STATEMENT 
 
MODEL 
ANSWER 
 
REGISTERED 
NURSES (N=28) 
% CORRECT 
 
LHWs 
(N=123) 
% CORRECT 
 
DIABETIC 
PT’S (N=292) 
% CORRECT 
 
-  rub moisturising cream on feet True 
(vdMerwe, 
et al., 
2004:100) 
26 (93%)   
-  do nothing False 
(vdMerwe, 
et al., 
2004:100) 
26 (93%)   
-  see a state-registered chiropodist True 
(Clarke, 
2003:17)  
21 (75%)   
 
** Blank spaces indicate that the specific question was not included for 
those respondents. 
 
The results from the section, which dealt with foot care, were good on average, 
although the following problem areas were found:  
- what type of shoes a diabetic patient should wear; 
- whether the feet of a diabetic patient should be soaked or not; and  
- how to cut the toenails of a diabetic patient. 
 
All three groups of participants seemed to be very informed regarding possible injury 
to the feet of the diabetic patient.  
 
Figure 6.6 indicates some statements about DM management and the relevant 
overall correct responses from the participants. 
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Figure 6.6 DM management, including regular examinations, the effect of smoking 
and foot care for diabetic patients. 
 
(e) Blood glucose control 
 
(i) For the registered nurses, the following questions were asked regarding the 
measure of blood glucose control, known as Haemoglobin A1  (HbA1) or 
(HbA1c) used in the clinic: 
 
• The HbA1c level in the blood…  
 
- can show if you are getting hypoglycaemic  
This is a false statement and 3 (11%) of the registered nurses were correct. 
- reflects the average blood glucose level over the past 6 – 8 weeks  
This is true. Ten (36%) of the registered nurses gave the correct answer.  
- reflects the average blood glucose level over the past 6 – 8 days  
This is false.  Nine (32%) of the registered nurses were right.  
- reflects the average blood glucose level over the last 24 hours  
This is also a false statement and 4 (14%) of the registered nurses were 
correct.  
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• Ideal HbA1c: What do you understand to be the highest and the lowest ideal 
HbA1c level? 
 
- the highest ideal HbA1c would be:  
The correct answer is 7,0% (Chase, 2006:23,157).  Only 1 (4%) registered 
nurse got it right.  
- the lowest ideal HbA1c would be:  
The correct answer is 6,0% (Chase, 2006:23,157).  Also only 1 (4%) of the 
registered nurses was correct. 
  
• Satisfactory HbA1c: What are the highest and the lowest HbA1c levels you 
would be satisfied with? 
 
- the highest HbA1c I would be satisfied with is:  
The correct answer is 8,0%.  Three (11%) of the participants got it correct.  
- the lowest HbA1c I would be satisfied with is:  
The correct answer is 5,5%.  Four (14%) of the registered nurses were 
correct.  
 
(ii) Different statements pertaining to well-controlled blood glucose readings for 
diabetic patients were made in the questionnaires of the LHWs and the 
diabetic patients, as shown in Figure 6.7. 
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Figure 6.7 A well-controlled blood glucose reading for diabetic patients will… 
 
• For LHWs: How do you know that a diabetic patient’s blood sugar is well 
controlled? 
 
Out of the total group of LHW’s, 40 (32,5%) stated that testing of the blood sugar 
regularly at the clinic, or by a doctor or pharmacy would show if the blood sugar is 
well controlled.  Forty-two (34,1%) of the LHWs stated that, if patients come to the 
clinic regularly and get their blood sugar tested, this will show whether the blood 
sugar is well controlled or not.  Twenty (16,3%) of the participants claimed that when 
patients are on treatment, and they do not default, the blood sugar would be well 
controlled.  The number of them who indicated that a normal reading of blood sugar 
means a well-controlled blood sugar was 21 (17,1%). 
 
• For the LHWs: Who is testing the blood sugar of a diabetic patient when 
they visit the clinic? 
 
Out of the total number of participants (n=123), 10 (8,1%) did not respond to this 
question. The following were responses to this question: 
- One hundred (81,3%) of the LHWs stated that the registered nurses in the 
clinics take the blood sugar readings of patients; 
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- Seven (5,7%) said that the nursing assistants working in the clinics take the 
blood sugar readings; 
- Two (1,6%) of the LHWs claimed that they were testing the blood sugar of the 
diabetic patients visiting the clinics; 
- Four (3,3%) replied that a doctor in the clinics takes the blood sugar readings. 
 
• For diabetic patients: How do you know that your blood sugar is well 
controlled? 
 
Out of the total group of patients 15 (5,2%) stated that they test their blood sugar 
regularly either themselves or at the clinic, a doctor’s surgery or at a pharmacy.  Two 
(0,7%) of the patients said they know that their blood sugar is controlled when they 
feel good.  Another one (0,3%) responded that when his sugar reading is constant, 
he knows that it is well controlled. The number of patients who did not respond to this 
question was 274 (93,8%).  Possible reasons for the high percentage of non-
response could be that either they did not understand the question very well or 
because there was questionnaire fatigue. 
 
• For diabetic patients: Give any suggestions to make your care as a diabetic 
patient better. 
 
Out of the total number of participants (n=292), 257 (88,0%) did not respond to this 
request.  The reason for the low response rate of this question could be that they did 
not understand the question correctly or because they were tired and not willing to 
continue.   However, the following were suggestions that were given: 
- I must have more information – 1 participant (0,3%) 
- I must use medication regularly – 14 participants (4,8%) 
- I must eat correctly – 9 participants (3,2%) 
- I must exercise – 7 participants (2,4%) 
- I must look after myself and live healthily – 2 participants (0,7%) 
- I must visit the clinic regularly – 1 participant (0,3%) 
- I must get reflexiology – 1 participant (0,3%). 
 
From the previous results, it can be seen that the registered nurses, the LHWs, as 
well as the diabetic patients, do not know enough about blood glucose control and 
the importance thereof.  The group of registered nurses showed a lack of knowledge 
regarding the normal blood glucose levels as well as the HbA1c level in the blood.  
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The HbA1c test is not done in the clinics and therefore the registered nurses had low 
exposure to the need of this value.  This is however the best way to implement 
glucose control (Krentz, 2000:71, 72).  
 
The LHWs indicated that they did not consider regular testing of blood glucose as 
very important and that if the blood sugar readings are normal and the patient takes 
his medication, as he should, the blood glucose of the patient is well controlled.  It 
has been identified that the LHWs are able to spend the most time with the diabetic 
patients and should be able to educate the patients on their basic needs concerning 
their pathology.  It is therefore of the utmost importance that the LHWs should have 
the basic knowledge of blood glucose control and know how to monitor the blood 
glucose.   
 
The majority of the diabetic patients (93,7%) did not reply to the question regarding 
how they would know that their blood sugar readings are well controlled.  Some 
stated that they know that their blood sugar is well controlled when they feel good.  
This lack of knowledge and/or ignorance poses a great threat regarding the good 
management of the disease DM. 
 
6.4 A SUMMARY OF KNOWLEDGE DEFICIENCIES FROM ALL THREE 
PARTICIPATING GROUPS 
 
The summary of the collected data will be made by showing the links between the 
biographical detail, the educational level, as well as the knowledge level pertaining to 
DM in all three of the research groups. 
 
Regarding the educational level of the groups of participants, the following became 
evident: 
- the registered nurses are experienced in their work at the clinics, but due to 
the lack of specific training, their knowledge on DM management is below 
average, which results in poor patient education as well as the management 
of the disease;    
- the LHWs also have experience in their work and there is evidence of training 
but they indicated a deficiency in knowledge pertaining to DM and the 
management thereof; 
- the diabetic patients are, in most cases, ignorant about their disease, as well 
as having a knowledge deficit on how to self-manage their disease. 
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Both the LHWs and the diabetic patients indicated that they considered the following 
topics as important in health education and that they required some education and 
training: 
- DM – the disease itself, the physiology and patho-physiology; 
- treatment of DM – tablets and insulin; 
- diet and exercise as part of the management of DM; as well as  
- complications of DM and the prevention thereof. 
 
As a final overall view of the knowledge deficits that were present in the results of all 
three groups of participants, the following topics were considered as the most 
important: 
- ‘normal values of blood glucose’; 
- medication in the treatment of DM:  
- working action; 
- correct dosage; 
- effect of food groups, snacking, alcohol; as well as exercise on dosage 
of medication; 
- low blood glucose (‘hypoglycaemia’)  
- signs and symptoms; 
- treatment; and 
- prevention; 
- prevention of high blood glucose (DKA); 
- foot care and prevention of chronic complications;  
- the importance of efficient blood glucose control; and 
- lifestyle management. 
 
6.5 SUMMARY OF CHAPTER 
 
In this chapter, the results found in phase 1, part 2 of the study were shown. Results 
and the relevant discussion of question items in part 2 were grouped together in a 
logical manner, e.g. biographical details and educational levels, to ensure a scientific 
method of reasoning.  In cases where similar question items were given to two or all 
three of the groups of participants, the results were shown by means of comparative 
tables or figures. 
 
The results were mentioned in the order according to the different questionnaires.  
The results of question items unique to the specific group of participants were 
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mentioned separately. The results were discussed throughout the chapter and at the 
end, a summary of knowledge deficiencies was given. 
 
In the next chapter conclusions will be drawn.   
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
240 
 
CHAPTER 7 
 
CONCLUSIONS TO THE FINDINGS AND THE DEVELOPMENT OF GUIDELINES 
 
7.1 INTRODUCTION 
 
In this chapter, the researcher will firstly re-orientate the reader regarding the overall 
picture of the context of this study.  She will also attempt to indicate where the clinics, 
as the focus of this study, fit into the broad organisational structure of the DOH.   The 
structure of the clinics will be described by using the activities in the management 
process.   
 
Thereafter, the current organisational structure of health care clinics in the Cacadu 
region of the Eastern Cape pertaining to DM management will be evaluated and 
conclusions will be drawn based on the analysis of the data gathered in both parts 1 
and 2 of phase one of this study.  
 
In order for this research study to enhance the scientific principles, the conclusions 
will be discussed.  Use will be made of the activities of management, as a process in 
an organisation in the course of this discussion.  Naude (in Meyer, et al., 2004:131) 
describes management as a process of achieving organisational goals through the 
co-ordination of resources and activities.  It is also the process through which the 
manager, or person in charge, directs group(s) towards a common goal. 
 
Muller (2006:104) states that health/nursing management is the achievement of the 
objectives of the health care unit (in this case, the health care clinic) by means of the 
utilisation of the management activities of planning, organising, directing (leading) 
and control (monitoring).  These activities of management will be discussed within 
the context of the mission, philosophy and policy of the health care service as applied 
to the diabetic patient.   
 
Further, a discussion on the development of guidelines will follow.  A definition and 
the concept of guidelines will be mentioned, followed by potential benefits, limitations 
and dangers (concerns) of guidelines.  The guiding principles in guideline 
development as applicable to this study will be explained as well as the methods of 
guideline development.  Lastly, the identified themes for the provisional guidelines 
will follow. 
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7.2 AN OUTLINE OF THE CONTEXT 
 
In 1994 the ANC (African National Congress) government launched a National 
Health Plan/System for SA and revised it again in 2000 (2000 [Revised]).  The 
emphasis of this health plan or policy was to ensure that all people in SA would be 
able to receive health care.  On 16 April 1997, the White Paper for the 
Transformation of the Health System in SA was published in the Government 
Gazette (Hattingh, Dreyer & Roos, 2006:11).  This document superseded the ANC’s 
National Health Plan for SA and gave the policy framework for the transformation of 
the new health system. 
 
The aim of this paper was to present the objectives, principles and policies upon 
which the Unified National Health system would be based.  The objectives stated 
were, inter alia: 
- To unify the fragmented health services into a comprehensive and integrated 
National Health System (NHS); 
- To reduce the disparities and inequities in service delivery and health 
outcomes; and 
- To extend access to an improved health service (Booyens, 2008:8,9). 
 
The health policy, as outlined in the White Paper, was based on the comprehensive 
Primary Health Care (PHC) philosophy.  This meant that there would be a shift of 
emphasis in the delivery of health services from hospital-based care to a community-
based comprehensive primary health care system.  The Primary Health Care (PHC) 
concept was therefore put in place as the cornerstone of the new South Africa’s 
health care services. 
 
The SA Government is committed to combining the national human resource 
development strategy with the rapid upgrading of service delivery to all of the nation’s 
communities (Department of Health, 2001a:4).  Therefore, ensuring equity, 
effectiveness and efficiency in the provision of PHC is critical to the functioning of the 
entire health care system. 
 
From this concept, the DOH devised a Primary Health Care package for SA, which 
contained a set of norms and standards ( Department of Health, 2001d). The PHC 
has placed special emphasis on the development of clinics and basic health care 
programme, such as safe motherhood, child health and nutrition, expanded 
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immunisation, management of communicable diseases and the management of 
chronic diseases (DM falls into this category).   
 
In addition, stemming from the White Paper for the Transformation of the Health 
System in SA, a re-organisation of the three spheres of health government took 
place, each with specific structures, powers and functions (van Rensburg, 2004:127).  
The structures that govern the provision of health services have to respond to the 
structures of political governance.  (See diagram 7.1.)   
 
 
 
Diagram 7.1  Organogram of the SA Health System 
 
The national DOH synoptically, has the roles of leadership, support, regulation and 
liaison.  The provincial DOH operationalises its mandate to protect, promote and 
monitor the health of the people within the particular province.  Very specifically the 
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provincial DOH is tasked to develop and support a caring and effective provincial 
health system, through the establishment of a provincial-wide district health system, 
based on the principles of PHC (van Rensburg, 2004:127).  The nine provincial DOH 
function as independent structures each with their own budget and each has its own 
elected body known as legislature, that determines the law or legislation that is 
appropriate to the needs of that specific province (De Haan, 2005:18-20).      
 
The implementation model for the PHC approach to health care is the District Health 
System.  According to the White Paper, the establishment of the District Health 
System (DHS) is at the core of the entire health strategy, and its rapid 
implementation is therefore the highest priority.  The health district concept is based 
on the experiences of many countries that found that national and provincial levels of 
government are too far removed from the community to be responsive to local health 
needs (De Haan, 2005:18-20).  It is recognised internationally that many functions of 
government can be more effectively managed by decentralising them to small 
geographic and administrative units called districts.   
 
Since 1994, health policy has been developed but the implementation of the new 
policies has been handicapped because there has been no new health legislation to 
support the new health system, and because the old Health Act was entrenched in 
the policy of the previous government.  The new National Health Act of 2004 
replaces the Health Act (No 63 of 1977).  The new Health Act is directly linked to the 
Constitution and sets out the framework within the health system of the country must 
function.  The formation of district health services as well as the provision of a 
framework for the planning, governance and consultative structures for these 
services are part of the content of the new National Health Act of 2004 (De Haan, 
2005:18-20).  The legal and policy framework for the rendering of PHC services 
through a DHS at the level of local government is in place.  The DHS takes 
responsibility for developmental functions, providing cost-effective and accountable 
integration of inter-sectoral services that affect health, such as water and sanitation, 
housing and environmental management.  The challenge is to use the opportunity of 
re-structuring at local government to develop the DHS appropriately and to overcome 
the problems facing local governments such as limited revenue, particularly in the 
rural areas.  The DHS has to be adequately financed by the provinces to succeed.   
The clinic within a specific community therefore falls under the jurisdiction of the 
relevant DHS.  The staff members working in the clinic are responsible for delivering 
an effective, high quality and accessible health care service to all people residing in 
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that community.  The basic health care programme, which is to be available to all 
people, includes the management of chronic diseases.  The management of 
Diabetes Mellitus, which is the focus of this study, forms part of the management of 
chronic diseases.  
 
7.3 CONCLUSIONS TO THE FINDINGS OF PHASE ONE OF THE STUDY 
 
The conclusions, linked to the analysis of the data obtained from phase one of the 
study, will be discussed by using the structure of Table 7.1.  In Table 7.1 a 
summarised version of the conclusions drawn are indicated.  The conclusions will 
therefore be discussed using the activities of the management process as points of 
departure. 
 
TABLE 7.1 A SUMMARISED VERSION OF THE CONCLUSIONS 
DRAWN 
 
 
PLANNING 
 
 
 
ORGANISATION 
 
DIRECTING 
(LEADING) 
 
 
CONTROL 
(MONITORING) 
 
-National DOH has a 
structure in place for 
the practice of 
management of DM but 
information and/or 
guidelines are not 
communicated 
optimally to clinics. 
-Lack of support and 
collaboration to clinics 
evident. 
 
 
-Discrepancy in role 
expectations for the 
registered nurse and 
the LHW working in the 
clinic 
-Organogram visible on 
district and clinic levels, 
-No functional outlines 
visible for district level, 
although present on 
clinic level.  
 
 
Years of experience 
working in clinics as well 
as with diabetic patients 
sufficient, both registered 
nurses and LHWs. 
 
No evidence of 
evaluation of health 
behavioural changes in 
patients. 
 
-Community Health 
Worker (LHW) Policy 
Framework not 
functioning optimally 
due to vague and broad 
objectives set. 
-Lack of support, 
mentoring and 
guidance to LHWs 
evident. 
 
-Discrepancy in 
allocation of duties, 
tasks and 
responsibilities for the 
LHW. 
-Role of Programme co-
ordinator – HIV/AIDS, 
HBC, AVR not clear 
pertaining to LHWs. 
 
 
-Formal education of 
LHW lacking.  
-Curriculum (59 days) 
for LHWs gives minimal 
attention to DM. 
-85% of LHWs not 
specifically educated on 
DM and the management 
thereof. 
 
 
No evidence of audits in 
clinic for  performance 
of LHWs. 
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PLANNING 
 
 
 
ORGANISATION 
 
DIRECTING 
(LEADING) 
 
 
CONTROL 
(MONITORING) 
 
-No specific vision and 
mission statements or 
objectives regarding 
management of DM at 
clinic level. 
 
 
 
 
Lack of human, 
equipment, supplies, 
educational as well as 
transport resources. 
 
-Lack of educational 
opportunities pertaining 
to formal education of 
registered nurse  
- PHC qualification; as 
well as  
-specific DM education 
and training. 
 
 
No evidence in clinic of 
audits for service 
delivery as well as 
performance of 
registered nurse. 
 
 
Clinic committee does 
not function as outlined: 
-recruitment of LHW’s; 
-to determine 
community health 
needs; 
-empowerment of 
community. 
 
 
Networking and 
collaboration lacking 
regarding: 
-Programme co-
ordinator – HIV/AIDS, 
HBC, AVR.  
-NGO who employ 
LHWs. 
 
-Patients with low 
literacy levels require 
adaptation of 
educational/training 
material. 
-Lack of supervision. 
-Lack of mentoring. 
 
No evidence of audits of 
Clinic committee, 
although file available 
with previous agenda’s 
and minutes.  
 
-No appropriate nursing 
care planning for DM 
patients.  
-No plan of 
management, patient 
profile or educational 
strategies for the 
diabetic patient written 
on patients’ files. 
 
Time constraints for the 
registered nurses 
working in clinics 
prevent them from 
optimal service delivery. 
 
Knowledge deficiency of 
registered nurse, LHW’s 
and diabetic patient 
regarding DM and the 
management thereof. 
 
No evidence visible of 
monitoring of the 
knowledge level of 
diabetic patients 
regarding DM and the 
management thereof.  
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PLANNING 
 
 
 
ORGANISATION 
 
DIRECTING 
(LEADING) 
 
 
CONTROL 
(MONITORING) 
 
 
FINAL CONCLUSION 
 
-National DOH has 
overall structure and 
programme for the 
management of chronic 
diseases in place on 
national level, but deficit 
is on provincial, district 
and clinic level. 
-However, National 
guidelines for the 
management of DM are 
available, but no 
evidence found on the 
complete utilisation 
thereof on clinic level.  
 
 
 
FINAL CONCLUSION 
 
Lack of and under-
utilisation of available 
resources as well as 
lack of order in 
structuring of functions 
and/or responsibilities.  
 
 
 
FINAL CONCLUSION 
 
 
Process of guiding the 
activities of the members 
of the organisation in 
appropriate directions is 
not sufficient and there is 
a deficit in the level of 
knowledge pertaining to 
DM and the management 
thereof in all concerned. 
 
 
 
FINAL CONCLUSION 
 
No visible evidence 
obtained of auditing, 
evaluation or 
monitoring: 
 -of diabetic patients’ 
behaviour and 
knowledge level 
pertaining to their 
disease; 
-performance  of 
registered nurses, 
LHWs, Clinic Committee 
members, as well as 
-overall quality of 
service delivery 
 
 
 
As a general statement, the following views from the participants during the study, 
was the fact that essential management activities were not adhered to by the 
provincial DOH, inter alia systematic planning, organisation, directing (leading), as 
well as control (monitoring). 
 
Planning by DOH was done without proper assessment of the problem areas; not all 
stakeholders were included, such as the staff of the clinics, members of the Clinic 
Committee and, most importantly, the patients/health care consumers. 
 
The community should be informed and empowered for its members to take control 
of their own health problems, to be able to give a valid input into the health services 
rendered to them.  Plans for effective communication between different levels of 
service e.g. provincial, district and clinic, as well as with the Clinic Committees and 
the community, as a whole, are not properly executed.  
 
Policies should be compiled in such a way that they can be implemented and not 
merely look impressive on paper.  The organisational phase of management is 
crucial and should be dealt with, accurately and efficiently.  People with appropriate 
skills should be placed in charge of all the programmes.  Adequate staff should be 
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employed and the necessary training should be made available for them to ensure 
that they have relevant and current knowledge to render an efficient health care 
service. 
 
Directing/leading is very important in this situation because people are not optimally 
empowered to execute the plans.  Not enough training and education take place in 
this region.  Lastly, quality assurance in health care programmes and stringent 
control measures regarding financial matters and the performance of the 
stakeholders could improve the service delivery.  
 
7.3.1 Planning: 
 
There were specific guidelines laid down by the DOH in 1997 (revised in 2004), 
pertaining to the control and management of diabetes type 2 at primary level (2004).  
(See Annexure O).  Guidelines include the early diagnosis, treatment and patient 
education regarding DM.  Evidence from previous research studies showed that not 
all registered nurses were aware of these guidelines and most have not been 
educated regarding the utilisation of these guidelines (O’Brien, et al., 2006:36-40; 
Rotchford & Rotchford, 2002:536; Dickason, 2007:4,5,10 ). 
 
Further evidence from a research study conducted by Teichler (2005:180) in a 
general ward in one of the governmental hospitals in the Nelson Mandela Metropole 
also showed a lack of knowledge in appropriate DM management by registered 
nurses.   
 
There is also evidence that the registered nurses working in the clinics in the 
research area are overlooked regarding the latest and newest information on health 
matters, new trends, as well as new protocols from the authorities.  In other words, 
they do not always get the information or the literature pertaining to new health 
legislation or health issues.  One specific example is the National Guidelines for 
management of DM.  They knew about it, but it was not readily available to them.  
There was also not enough training pertaining to its use.  
 
It would seem that there is a communication breakdown in the health service 
hierarchy, and this is not a sporadic occurrence in the Eastern Cape Province only. 
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The Community Health Workers Policy Framework (Department of Health, 2001a:4) 
states that the SA Government is committed to combining the national human 
resource development strategy with the rapid upgrading of service delivery to all of 
the nation’s communities.  Stemming from the PHC concept, policies were drafted 
pertaining to Clinic Committees, as well as Community Health workers (CHWs) or 
Lay Health Workers (LHWs). 
 
It stated that a Clinic Committee is to be established by the ward councillor in the 
specific community, in order to address the health and social needs of the people.  
One of the functions of the Clinic Committee is to recruit and select suitable members 
of the community to be trained as LHWs.  LHWs are to play an integral role in 
strengthening the ability of the community to empower itself to participate and take 
responsibility for its own health and wellness. 
 
Dependent on the needs of the specific area, different options for LHWs will be 
required.  Some areas may need generalist care workers (Home Based Carers), 
whilst other areas may need single-focused care workers, such as for tuberculosis - 
DOTS (Directly Observed Treatment, Short course for tuberculosis) or for HIV/AIDS 
before and after counselling (Lay Health Counsellors). 
 
From the findings in this research study, the Clinic Committees do not function 
optimally because the members are not actively recruiting people to be trained as 
LHWs.  Furthermore, members from the Clinic Committees voiced the opinion that 
co-operation with other stakeholders pertaining to the LHWs, such as the local 
councillors and the programme co-ordinator – HIV/AIDS, HBC, AVR was not 
effective. 
 
There was evidence that community members were not being empowered and 
educated on chronic disorders such as DM by the Clinic Committees.  Consequently, 
the community members and caregivers of patients did not have the necessary 
knowledge to take care of their own health. 
 
The vision and mission statements, general objectives for the functioning of the clinic 
and the BATHO PELE – PEOPLE FIRST principles were visible in the clinics.  (See 
Annexures L, M).  No evidence was found in the clinics of specific objectives 
pertaining to the management of the diabetic patient; also nothing was specifically 
mentioned pertaining to DM in the vision and mission of these institutions.   
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DM was not found to be a priority in the planning phase in the provincial as well as in 
the local settings (clinics) of health care delivery in this region.  Thus, although the 
planning at the national level in the Health Department makes provision for the 
management of chronic diseases, DM is not specifically mentioned. Therefore, at the 
clinical level, DM is not managed optimally. 
 
From the research study, it was found that the National Health System had been 
implemented, but it was not functioning at an optimum level for the following reasons: 
- the Clinic Committee does not achieve the objectives spelled out because there 
seems to be a lack of knowledge regarding the administration principles; 
- as well as a deficit in knowledge pertaining to finance management, management 
of programmes and people such as the LHWs and the health needs in the 
community. 
 
During the research process, no evidence was found pertaining to planning for the 
management of the diabetic patient.  Nursing care plans for DM were absent on the 
files of diabetic patients.  According to results from this research study, 24,4% of 
patients visiting these clinics are diagnosed with DM.  It was the disorder with the 
second highest incidence rate.  No specific, appropriate educational strategies were 
in place for either, registered nurses, LHWs or patients regarding DM and the 
management thereof. 
    
7.3.2 Organisation: 
 
One of the main activities in the management process that the registered nurse in 
charge of the clinic have to perform, is to structure the functions or responsibilities for 
all involved to ensure efficient service delivery.  Organisation, in the health care 
setting, thus includes the following: 
-  Staffing 
- Organisational plan / duty list 
- Delegation 
- Recruitment/selection 
- Networking 
- Management of resources  
• budget (money) 
• equipment 
• supplies 
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Organograms, as well as duty allocation lists, were visible in the clinics. (See 
Annexure K).  The LHWs do not appear on any of the organograms or duty allocation 
lists.  However, no evidence of organograms could be obtained at the regional level 
of the DOH.  In addition, no evidence could be found on functional outlines from 
district level of DOH. 
 
The clinics are the cornerstones of the district-based health system.  It is also the first 
level of care to the community.  Kelly (2008:237-242) and Muller (2006:139-140) 
state that line functions in an organisation are the command and control functions.  A 
staff function, on the other hand, is one that has been separated from the chain of 
command to permit specialisation and increased effectiveness.  A staff officer does 
the work an executive is too busy to do.    The line and staff organisational structure 
of the clinic is shown in diagram 7.2.  The role players involved in the line and staff 
organisational structure of the local/community clinic are: 
- The clinic supervisor; 
- The manager -  non-communicable (chronic) diseases; 
- The registered nurse in charge of the clinic; 
- The programme co-ordinator – HIV/AIDS, HBC, AVR 
- Other registered or enrolled nurses on the staff of the clinic; 
- Non-nursing staff employed at the clinic such as clerks and cleaners; 
- The LHW(s) working in the clinic and assisting in the clinic with health care 
delivery; 
- The members of the Clinic Committee 
- Other community resources, such as retired nurses, NGO’s, ministers of 
religion, as well as members of the multi-professional health team. 
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Diagram 7.2  Line and staff organisational structure of the clinic 
 
The registered nurse working in the clinic (in most cases, she is the only qualified 
health person) has to manage the service as a whole as well as render care and give 
health education to the visiting patients. 
 
Thus, the registered nurses working in the clinics should act as Primary Health 
Nurses who render a comprehensive service in the rural areas.  The registered nurse 
at the clinic should therefore be competent concerning diagnostic, management and 
educational skills (Todd, et al., 1998:2).  She should also follow the National 
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Guidelines for the management of diabetes at primary level (Department of Health, 
2004:1 - see Annexure O) by utilising the Standard Treatment Guidelines and 
Essential Drugs List for South Africa (Department of Health, 2003:46) for accurate 
and efficient treatment of the diabetic patient visiting the clinic. 
 
The registered nurse working in the clinics in the rural areas usually performs the role 
of a generalist rather than a specialist in a particular field.  It means that she does not 
have in-depth knowledge on one specific issue, but she does have a general, and in 
most cases, a superficial knowledge of most of the health issues that she deals with 
on a daily basis.  (See Annexure N – Job description form – Professional Health 
Nurse: Cacadu District Municipality, Department: Health Services [Kouga Health: 
Sub District]).  
 
The registered nurses working in the rural clinics have inadequate time to attend to 
all the patients due to serious staff shortages.  Shortages of equipment, medication 
and transport for patients and LHWs, hinder the optimal delivery of health care 
services.  Staff shortages can be directly linked to lack of educational opportunities 
for caregivers and diabetic patients. 
 
Regarding the management of DM, the nurses experienced a shortage of blood 
glucose testing strips, needles and syringes and the insulin pens were taken off the 
stock list (Strydom, 2005, Majikela-Dlangamandla et al., 2006:30).  That could be the 
reason why most of the diabetic patients (68,2%) were using tablets for the treatment 
of DM, because with treatment of insulin it is imperative to monitor blood glucose 
levels at least twice daily (Rotchford & Rotchford, 2002:540). 
 
The LHWs are supposed to work according to the scope of practice, as mentioned in 
the curriculum of the Home Based Care/Community Based Care programme 
(Department of Health, 2001b:8-10) and the Training Manual for Home Based Carers 
(LHWs) (Department of Health, 2001e:194,195).  Furthermore, the Community 
Health Workers Policy Framework (Department of Health, 2001a:8) and the National 
Guideline on Home Based Care/Community Based Care (Department of Health, 
2001c:8, 9) state, inter alia, the following goals and objectives for the LHWs: 
- the LHWs should be working and assisting in the community, at the homes of 
patients; and 
- they should be able to motivate community members to seek assistance 
pertaining to health needs and to take responsibility for their own health;  
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- the LHWs should promote health and educate the community regarding 
health matters, such as DM being a chronic disorder and how to manage it in 
their lives.  
 
Regarding the LHWs, the role and functions of the LHWs are not clearly indicated 
and they are expected to function on much higher levels than they are capable of 
handling.  The LHWs were also not sure of their specific roles and responsibilities 
regarding their involvement with the community, as well as in the clinic pertaining to 
the diabetic patient.  There is a discrepancy between the role and functions of the 
LHWs according to their scope, as expected by the DOH, and the registered nurses 
working in the clinics. 
 
Results from the research study indicate that the role of the programme co-ordinator 
(HIV/AIDS, HBC and AVR) pertaining to the LHWs is not clear; therefore there is a 
lack of quality assurance, proper supervision, as well as support for the LHWs.  The 
registered nurse in charge of the clinics carries out the administrative duties of the 
LHWs, where the nurse is required to supervise and maintain adequate standards.   
 
Furthermore, the co-ordinator manages a comprehensive programme and 
experiences time constraints regarding the management of the LHWs.  Evidence 
from this study shows that there is not sufficient collaboration between the 
programme co-ordinator, the registered nurse from the clinic, as well as the members 
of the Clinic Committee. 
 
The NGO, who is responsible for the payment of stipends and support to the LHWs, 
is based in East London, which causes serious logistical problems. 
 
7.3.3 Directing (leading): 
 
From the results of this research study, it became clear that, although the registered 
nurses working in the research area have the necessary experience, a lack of 
knowledge regarding DM and the management thereof were both clearly visible.   
 
Research results showed that only 14,3% of the registered nurses knew the correct 
random normal blood glucose level.  Results further showed that 52% of the LHWs 
rated their knowledge regarding DM as poor.  Findings from the research study 
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indicated that diabetic patients do not have enough knowledge pertaining to DM or 
the management thereof. 
 
Results further revealed that 47,6% of patients need more information on the 
treatment of DM; 44,9% need more information on diet; 37,7% need more 
information on exercise and  64,4% stated that they need more information on the 
disease itself.  In addition, no specific patient profiles were observed.  When looking 
at the record (file) of a patient, there is no specific mention of the diagnosis on most 
of the files of the patients. Thus, it is difficult for the LHW to give appropriate health 
education or to assist with the management of this particular patient. 
 
During the research, evidence showed that the registered nurses do not all have 
qualifications in Community Health Nursing (slightly more than 50% had this 
qualification) and/or in Primary Health Care Nursing (14, 3% had this qualification). 
These are both vital for the rendering of an optimal level of service. 
 
The registered nurses are well experienced in nursing, as well as in working in the 
clinics, however, only two out of the 28 (7,1%) registered nurses did a one-week 
course in DM management and a further four (14,2%) did a 1-day course to render 
care to diabetic patients. 
 
In addition, the registered nurse does not educate the diabetic patient, as well as the 
family, and the community at large, about the disease.  According to the SEMDSA 
Consensus Document (1997:502), diabetes is a self-managed condition, and as 
such, it is fundamental for patients to acquire the relevant knowledge, skills and 
attitudes needed for their own successful diabetes management.   
 
The results of this research study have shown that there are insufficient patient 
education encounters pertaining to DM and the management thereof, for several 
reasons, such as a knowledge deficit experienced by the registered nurses 
themselves, a shortage of staff, and thus a shortage of time to give patient education.   
 
Chronic diseases are largely preventable if interventions are targeted at risk factors 
and determinants.  Health care teams that are equipped with the relevant data and 
skills can provide health care consumers with the information, skills and confidence 
needed to manage their chronic condition optimally (Dickason, 2007: 19). 
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The training period for LHWs is 59 days for the Home Based Care course. In some 
specific courses, the duration is less and includes mainly topics related to TB and 
HIV/AIDS.  During the training period, the trainer assumes a supervisory role towards 
the LHWs.  The programme co-ordinator (HIV/AIDS, HBC, AVR) is required to 
ensure that the training is of a high standard, but no evidence of such a standard 
could be obtained during the research period. 
 
After training, the LHWs assume different roles in the community, such as lay health 
counsellors, TB carers (DOTS) or home-based carers.   
 
Because the training of the LHWs mainly addresses the caring and management of 
people suffering from TB and HIV/AIDS, they cannot render a comprehensive 
service, or care and manage any other chronic disorder, such as DM.  Over and 
above the fact that the LHWs have not been adequately trained, they experience a 
shortage of equipment, as well as transport, to reach the community, which they are 
to serve. 
 
From the results found on questions regarding the LHWs who are working with the 
registered nurses in the clinics, it was stated by the registered nurses that the LHWs 
displayed a lack of knowledge and training.  The lack of knowledge and relevant 
skills of the LHWs are not only discernible in the field of diabetic care and 
management, but in general as well. 
 
The registered nurses also experienced that the LHWs had a knowledge deficit in 
other disorders, such as hypertension and a lack in psycho-motor skills, such as the 
taking of blood pressure (Strydom, 2005). The registered nurse in charge of the clinic 
oversees the duties executed by the LHWs in the specific community and clinic by 
keeping and signing off their log sheets, which are then forwarded to the NGO for 
payment (Beer, 2007).   
 
During this research study, it was found that the LHWs did not have the necessary 
knowledge and skills regarding DM and the management thereof to adequately 
empower the members of the community.  Although the LHWs did not lack in years 
of experience working in the community and clinics, further results indicated that 
85,4% of LHWs had not attended any courses or training to equip them to render a 
service to the diabetic patient. 
 
 
 
256 
 
The registered nurses indicated that all LHWs should undergo more structured and 
comprehensive training.  This would ensure that LHWs would be able to be deployed 
more successfully in the clinics as well as in the community and would therefore take 
some of the strain off the registered nurses.  The LHWs are required to play an 
integral role in strengthening the abilities of the community to empower themselves to 
participate and take responsibility for their own health and wellness.  
 
According to the evidence from this research study, diabetic patients stated that 
although they have been educated by staff members of the clinic, on topics such as 
the disease of DM itself (61,6% of patients had been educated), 64,4% of the 
diabetic patients still needed more information on DM as a whole.  The reason why 
patient education had not been given could stem from the fact that the LHWs do not 
have the knowledge on the content, as well as the necessary skills needed to 
educate a group of patients or even an individual patient. 
 
The group of LHWs in this study admitted that their knowledge pertaining to DM and 
the management thereof was below average and in some instances even non-
existent.  They also stated that they did not have any training in the presentation of 
health talks.  The registered nurses in the clinics also do not give health education 
because of time constraints and staff shortages. 
 
No evidence of supervision or mentoring of LHWs and diabetic patients by the 
registered nurses from the clinics were found pertaining to the management of DM.  
In addition, the registered nurses stated that they do not have enough time to 
empower/ educate the staff working with them in the clinics.  
 
7.3.4 Control (monitoring): 
 
Chronic diseases are largely preventable if interventions are targeted at risk factors 
and determinants.  Chronic disease management is an important component of 
health care delivery, as it has evolved into a unique field of inquiry and an essential 
component of quality improvement efforts in health care systems.  Davis et al. (2000) 
in Dickason (2007:19) state that for continued progress in chronic disease 
management, research, performance measurement and quality improvement are 
both necessary. 
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All these programmes and services need to be monitored for equity, accessibility, 
appropriateness and quality (Dickason, 2007:11). 
 
During the research process, no clinical evidence was found of evaluation of patient 
health behavioural changes.  According to the registered nurses in charge of the 
clinics, the supervisors do audits and evaluations pertaining to the performance of 
service delivery of clinics form time to time.  However, no audit or evaluation report 
was available to verify this action. 
 
Regarding the Clinic Committee meetings, a file was available consisting of agendas 
and previous minutes.  It was found that members of the Clinic Committee needed 
assistance and education regarding the principles of administration, record keeping 
and writing skills.  Members of the Clinic Committees further stated that they needed 
courses or assistance in financial planning, as well as financial management, as they 
wanted to venture into fund-raising efforts in order to improve and assist with the 
health care delivery in their communities. 
 
Meeting procedures, the finalisation of issues, as well as the evaluation of projects all 
needs to be addressed.   
 
Regarding quality assurance, including supervision and mentorship, the following is 
relevant from the Community Health Workers Policy Framework (Department of 
Health, 2001a:13):  
- A definition of Quality Assurance: ”Doing the right thing the first time, and 
doing it better the next time”; 
- Quality indicators for the Quality Assurance Management system will include 
the development of the following policies and procedures: 
Management, assessment, monitoring and evaluation, selection, recruitment, 
appraisal and development, remuneration/voluntarism/stipends, as well as 
policies based on the objectives of the NQF, outlining the procedures and 
sustainability of mentoring, support, monitoring and supervision systems, 
programme development in terms of content, people, procedures and 
practices.   
 
Quality assurance (including supervision and mentorship) are to be maintained and is 
an integral part of quality management that ensures that certain requirements will be 
fulfilled (Department of Health, 2001a:13), but it is not clearly spelt out by those who 
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should be executing it.  Quality assurance policies and protocols to evaluate service 
delivery, performance of registered nurses and LHWs, as well as changes in the 
health behaviour of the diabetic patients, are all necessary, but no evidence thereof 
was found according to the findings of this study.  
 
7.4 DEVELOPMENT OF GUIDELINES 
 
It is evident from the previous discussion that guidelines need to be formulated to 
enhance the optimal management of DM in this region. 
 
In order to understand the concept of guidelines, the reasons why they are needed 
and also how to develop them, an in-depth discussion will follow.  Potential benefits, 
limitations, and the dangers (concerns) of guidelines, as well as guiding principles in 
the development process will be described. 
  
7.4.1 The definition and concept of guidelines: 
 
Guidelines are systematically developed statements based on the best available 
evidence designed to assist practitioners (nurses) with decisions about appropriate 
health care practices for specific clinical circumstances (Thomson, et al., 1995:237).  
(Also, refer to 1.5 clarification of concepts in Chapter 1.)  According to Thomson et al. 
(1995:238) and (Todd et al.,1998:5), regardless of the differing definitions of 
guidelines, there are common elements, also known as ‘strengths’.  Guidelines can: 
- help patients and professionals to make decisions about health care; 
- describe appropriate care, based on the scientific evidence and broad 
consensus, leaving room for justifiable variations in practice; 
- focus on specific issues, while taking into account organisational factors, 
community characteristics, and other influences on health care delivery; 
- act as a focus for quality assessment and improvement activities, including 
auditing. 
 
Guidelines could be developed for practice, for educational purposes as well as for 
better management of organisational structures.  Guidelines in this study will be 
develop to improve the overall management of patients with DM in the research 
context, thus it will include guidelines on practice, education as well as the activities 
of the management process present in an organisational structure. 
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Based on the analysis of the data gathered in phase one, the interpretation and 
discussion of the findings supported by literature, a conclusion was reached that 
there was a deficit in the efficient management of DM by all groups of participants, as 
well as a lack of knowledge pertaining to the disease. 
 
Furthermore, it was found that because of shortcomings in the organisational 
structure of health care clinics in the research area, there were no adequate or 
functioning guidelines in place for the management of patients with DM.   
 
The three most common reasons for developing guidelines in health care 
management are: 
- to improve the quality of health care; 
- to reduce the use of unnecessary, ineffective or harmful interventions; 
- to facilitate the treatment of patients with the maximum chance of benefits, 
with minimum risk of harm, and at an acceptable cost (Campbell, 
Braspenning, Hutchinson & Marshall, 2003:816). 
 
Campbell et al., (2003:816) further state that recent research has shown that 
guidelines can be effective in bringing about change and improving health outcomes. 
 
7.4.2 Potential benefits, limitations, and the dangers (concerns) of guidelines: 
 
The principal benefit of guidelines is, as mentioned before, to improve the quality of 
care received by patients.  Furthermore, guidelines that promote the interaction of 
proven benefits, and discourage ineffective ones, have the potential to reduce 
morbidity and mortality and improve the quality of life.  Guidelines can also improve 
the consistency of care for all patients. 
 
Guidelines can further empower patients to make more informed health care choices.  
In a cash-limited health care system, guidelines that improve the efficiency of health 
care free resources originally needed for other (more equitably distributed) health 
care services (Woolf, Grol, Hutchinson, Eccles & Grimshaw, 1999:527-529). 
 
Woolf et al.,(1999:530) also said that guidelines can have limitations and dangers 
(concerns) pertaining to the patients, health care professionals and the health care 
systems.  The most important limitation of guidelines is that the recommendations 
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could be wrong, because of lacking, misleading or misinterpretation of the scientific 
evidence. 
 
Recommendations, and therefore the development of guidelines, could be influenced 
by the opinions and experience of the persons developing the guidelines, and lastly 
the needs of the patients may not be the only priority in making the recommendations 
or developing the guidelines.  Practices that are sub-optimal from the patient’s 
perspective may be recommended  in order to help keep down costs, serve societal 
needs, or protect special interests (those of health care professionals, risk managers 
or politicians, for example). 
 
In this study the researcher conducted a rigorous and accurate, scientific approach to 
collect data from relevant stakeholders.  Correlation of data analysis and appropriate 
literature assisted researcher to draw correct and evident conclusions.  Bias, 
prejudice as well as personal gain were excluded while developing guidelines to 
optimise the management of DM in this region.   
 
7.4.3 Guiding principles in guideline development: 
 
Todd, et al. (1998:5) said that guidelines in the clinical setting could be regarded as a 
practical educational resource for health care professionals and as a core component 
of the management of diseases.  The authors further mentioned guiding principles at 
various stages of the guideline process by which guideline developers can measure 
their attempts in order to ensure success.  The researcher will explain the 
development of the guidelines in this study, for the specific target population, by 
using the guiding principles as a measurement. 
 
• Guidelines should address a specific health need 
Guidelines should address a specific health care need that can be identified and 
recognised as important by health care professionals who will use them.  Guideline 
development often focuses on health issues of high risk, high incidence or high cost.   
Guidelines can also address issues where demand for service exceeds supply or the 
cost to society of providing care for a particular condition is too high. 
 
In selecting a topic for guideline development there must be an expectation that 
change is possible and desirable and that, if the guidelines are followed, there is a 
real potential to improve the quality of care and/or patient outcomes.  Once a topic 
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has been selected as appropriate for guideline development, it is necessary to 
ascertain whether the expected benefits are of sufficient magnitude to warrant the 
effort of developing and implementing the guidelines. 
 
The researcher has identified the fact that the management of patients with DM at 
health care clinics in the Cacadu region of the Eastern Cape Province of SA was 
sub-optimal.  DM is a growing problem, with currently an estimated 246 million 
people worldwide who are aware that they are suffering from DM, and an estimated 
equal number who are not yet aware that they have the disorder (Van der 
Westhuizen, 2006:5). 
 
According to the IDF (2007e), DM is the leading cause of blindness and visual 
impairment in adults in the developed countries and the most common cause of 
amputation, which is not the result of an accident. It was further stated that people 
with diabetes are two to four times more likely to develop cardiovascular diseases, 
than people without DM.   
 
The devastating complications of diabetes, such as blindness, kidney failure and 
heart disease, are imposing a huge burden on healthcare services.  It is estimated 
that diabetes accounts for between 5% and 10% of a nation’s health budget (IDF, 
2007).  The human and economic costs of diabetes could be significantly reduced by 
investing in prevention, particularly early detection, in order to avoid the onset of 
diabetic complications (Business Day, 2006). 
 
 According to Jean-Claude Mbanya from the IDF, SA will soon enter the top ten in the 
list of the most diabetes-affected countries in the world, if nothing is done (SABC 
news, 2006). 
 
From the research findings, it has become clear that the DOH has a structure for the 
management of chronic diseases in place, but information and/or guidelines on 
practices for DM, specifically, were not being optimally communicated to the local 
clinics.  These guidelines are more based on practice and lack managerial focus to 
guide the clinics.  There also seems to be a lack of support and collaboration from 
the provincial DOH with the clinics.  Further results obtained through this study 
showed that the registered nurses working in the clinics have a need for more 
resources in order to deliver an effective service, as well as for providing education 
on the management of DM to the diabetic patients visiting these clinics. 
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• The aims and objectives of guidelines must be clearly stated and 
achievable 
Guidelines must be absolutely transparent in their rationale and should clearly state 
their aims and objectives.  Guidelines can be developed to cover any aspect of 
patient care.  The focus may be on prevention, diagnosis, treatment, rehabilitation or 
any combination of these.  Guidelines must define specifically the health issue they 
are addressing, as well as specify the targeted patients, potential users and practice 
settings. 
 
The primary goal of a set of guidelines is to improve a health ‘outcome’.  This may be 
manifested as a reduction in death or morbidity, an improvement in the quality of life, 
or a change in the process of health care delivery.  The aims and objectives must 
also be achievable in the practical setting in which they are applied.   
 
In this study, the researcher will develop guidelines with the specific aims and 
objectives of improving the organisational structure of the health care clinics in the 
Cacadu region of the Eastern Cape Province, to enhance the management of 
patients with DM.  Another specific objective is to ensure better understanding of the 
disease and the management thereof by all concerned. 
 
The researcher maintains that if the guidelines are implemented successfully, the 
health service delivery will improve and thus also the management of patients with 
DM.  In order to implement the guidelines successfully, input as well as collaboration 
from all stakeholders are necessary.  The researcher plans to get all stakeholders on 
board and that are willing to participate by setting up meetings and having 
discussions as well as information sessions with them.  However, the researcher will 
not disseminate nor implement these guidelines as part of this study.  It is planned to 
execute the task of implementing these proposed guidelines at a later stage as part 
of a post-doctoral research study. 
   
• Guidelines should be based on the scientific evidence and should state 
clearly the strengths and the source of that evidence 
An evaluation of health related literature to produce recommendations, which guide 
disease management, is an important part of the process of improving health 
outcomes.  The evidence-based approach to the development of guidelines 
enhances their rigour and validity.   
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The researcher has conducted an extensive literature review pertaining to this health 
phenomenon, DM, worldwide, in SA and locally in the Eastern Cape Province.  A 
comprehensive quantitative research study as well as a qualitative section were 
conducted in the Cacadu region of the Eastern Cape Province as the research area.  
Findings from this study and the final conclusions arrived at, will be used as points of 
departure to develop the proposed guidelines. 
 
• Guidelines should be flexible and adaptable to local conditions 
Guidelines should present clear recommendations regarding patient management 
while allowing for choice among available options.  This flexibility distinguishes 
guidelines from ‘protocols’ or ‘practice standards’, which are intended to apply to 
situations where stricter adherence to a given set of criteria is required.  To provide 
the flexibility needed to match guidelines with local needs, guidelines should: 
- include evidence relevant to different target populations (this may vary in 
terms of age, gender, diagnosis); 
- include evidence relevant to different geographical and clinical settings; and 
- include the means for accommodating different patient values and 
preferences. 
 
National guidelines can be adapted and modified to better reflect the local situation.  
It is important, however, that any local adaptation should retain the link with the 
underlying scientific evidence. 
 
The researcher utilised the findings of this study on DM management as the starting 
point to develop the guidelines specifically for the people in the research area, taking 
cognisance of the different age groups, gender differences, as well as cultural 
characteristics.  The national framework and programme for the management of 
chronic diseases from the DOH were consulted, adapted and modifications were 
made to suit the local community more effectively.   
 
• Resource implications should be considered in the development and use of 
guidelines 
While it is essential that guidelines promote best clinical practice, there must also be 
some acknowledgement of their impact on health care resources.  Finite resources 
should not be wasted on interventions, which provide little or no benefit.  By 
promoting optimal treatment for patients, guidelines are expected to make more 
efficient use of health care resources.  It is further important to be aware that while 
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certain guidelines will save money by reducing the use of inappropriate or 
unnecessary services, others may increase expenditures by encouraging greater use 
of (perhaps under-utilised) services, and yet others will shift costs from one type of 
service to another. 
 
The researcher is of the opinion that the needs of the patients and the community in 
the research area pertaining to DM management are crucial and in need for the 
financing of a more efficient service delivery.  Therefore, guidelines should include 
measures that provide for a greater financial input by the provincial health 
department, as well as for the provincial DOH to make more money available for 
equipment, supplies, a bigger staff complement and more educational resources.   
 
Guidelines could assist the provincial DOH in their decision to shift costs from 
another service to this specific area. 
 
• The means of ensuring that guidelines reach their target audience should 
be outlined 
Dissemination strategies include publication of the guidelines in professional journals 
and educational initiatives that focus specifically on such guidelines.  The promotion 
and endorsement of guidelines by peers, particularly credible opinion leaders, can 
assist in their acceptance. Engaging the active participation of the target audience in 
disseminating the guidelines is also likely to enhance their adoption in practice. 
 
The researcher intends to share the proposed guidelines as well as the content of the 
entire research study with the policy-makers in the provincial DOH as to get their 
support to implement the guidelines in all the clinics in the Cacadu region as a trial 
run.  As part of the commitment by the researcher to obtain the qualification, articles 
are to be published in professional, peer reviewed journals.   
 
During the post-doctoral study, education sessions are planned with the registered 
nurses, LHWs and the diabetic patients pertaining to these guidelines to ensure that 
the management of patients with DM is adequately addressed.   
 
• Strategies for implementing the guidelines should be specified 
The potential for guidelines to influence the quality of patient care can be realised 
only if effective implementation programmes are instituted.  Activities required for 
alteration of practice patterns have been described in five broad terms: 
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- education; 
- feedback; 
- participation by health care professionals in the effort to change; 
- administrative interventions; and 
- financial incentives or penalties. 
 
Successful implementation may require a combination of these methods, tailored to 
the setting and the scope of the guideline.  A primary task of anyone planning to 
introduce change is to demonstrate a ‘performance gap’, i.e. a sense of 
dissatisfaction with current practices and the realisation that something should and 
can be done about it.   
 
In addition, support for the guidelines through specific educational initiatives 
increases the likelihood of their successful adoption in clinical practice.  Barriers to 
the successful implementation of guidelines will always exist.  For example, the 
attitudes of patients and/or health care professionals, as well as the nature of the 
practice setting (time, staff and other resource limitations) can hinder the 
implementation process. 
 
As mentioned before, the health care professionals, LHWs and the diabetic patients 
were part of the study in searching for any evidence that was relevant to this 
problem.  Research findings proved that there is a definitive problem in the research 
area regarding the management of patients with DM.  In addition, findings showed 
that there is a lack of knowledge pertaining to DM and the management thereof. 
 
The researcher plans to make available the findings of this study, as well as the 
guidelines to the provincial DOH, for them to utilise in order to optimise the service 
delivery in this region.  As mentioned before, the researcher plans to implement the 
guidelines with the assistance and approval of the provincial DOH after completion of 
this study as a post-doctoral research study.  Therefore, the researcher will ensure 
that the guidelines reach their target audience.  Furthermore, the researcher will, 
before implementation of the guidelines, have a meeting with all the stakeholders as 
an education session and decide on an evaluation date, as well as how the 
evaluation process will be conducted. 
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• The processes behind the development, dissemination, implementation and 
evaluation of guidelines should be fully documented 
All aspects of the guidelines must be fully described and meticulously documented.  
These include: 
- details of the participants involved in the development of guidelines; 
- possible sources of bias; 
- the methods for collecting and synthesising the evidence; as well as 
- the methods used to assign value (relative importance) to the potential 
outcomes of alternative practice options. 
 
As this is a research document with the specific objective to only develop guidelines 
for the management of patients with DM at health care clinics in the Cacadu region of 
the Eastern Cape Province, all of the above processes have been accurately 
documented. 
 
• Guidelines should be written in clear concise language and be presented in 
an easy-to-use format 
Guidelines should be written in unambiguous language and should define all terms 
precisely.  The manner in which the guidelines are presented is also important, since 
this may influence the extent to which they are read, remembered and used in 
practice.  Layout should be attractive and spacious.  Graphic aids can be used to 
enhance clarity.   
 
There is no single best format for presenting guidelines; this will depend on the target 
group(s), the subject matter and the intended use of the guidelines.   
 
Clear, concise and accurate wording has been used throughout this document.  All 
terms and definitions have been explained.  The layout, as well as the language 
editing of the entire document, complies with the prescribed requirements for a 
scientific paper.  The researcher will include graphic aids, such as pictures, photos 
and diagrams in the guidelines in order to facilitate comprehension and to make it 
easier to remember the guidelines. 
 
Furthermore, the researcher will utilise a user-friendly approach and simple wording 
in the content of guidelines pertaining to the use thereof by the LHWs and the 
diabetic patients. 
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7.4.4 Methods of guideline development: 
 
The methods of guideline development should ensure that treating patients according 
to the guidelines would achieve the outcomes that are desired.  Shekelle, et al.  
(1999:593) considered five steps in the initial development of an evidenced-based 
guideline, as described in 4.6.2, chapter 4.     
 
The most scientifically valid guidelines are those based on robust research evidence, 
and when there is evidence that rigorous measures were used in the development 
process (Thompson & Dowding, 2002:159).  The research evidence forms the 
foundation for guideline construction to take place.  The provisionally constructed 
guidelines are also tested for clarity, internal consistency and acceptability.  To 
further endorse the guidelines as representative, the guidelines are sent for external 
professional peer review and critique.   
 
The guidelines under discussion formed part of this research study.  For this reason 
the researcher, and not a group of skilled experts, developed proposed guidelines 
for the management of DM in this region.  This was done based on the major findings 
of the research study and an extensive literature review undertaken by the 
researcher on health related literature.  These proposed guidelines were refined 
based on the related literature as well as input from consultations with study 
promoters and nurse experts, namely, the manager: non-communicable diseases in 
this clinical setting and the clinic supervisors of the clinics in the Kouga and 
Koukamma regions.  These proposed guidelines went through a process of 
verification by the afore-mentioned nurse experts in the research region by 
discussing and testing it on a smaller scale within the clinics.  The proposed 
guidelines will be tested for clarity, internal consistency as well as acceptability and 
representativeness because researcher has to publish articles on the study in a 
professional, peer reviewed journal. 
 
These guidelines only serve as a proposal because it will not be disseminated, 
implemented or evaluated during the course of this study.  The researcher intends to 
test these guidelines in this research region after completion of this study as part of a 
post-doctoral research project with the consent and approval of the provincial DOH.  
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7.4.5 Identified themes for proposed guidelines: 
 
From the conclusions, it is evident that many of the challenges in the delivering of an 
effective service for diabetic patients in this region were caused by the lack of 
sufficient funds as well as the lack of proper organisational structuring.  Whether it is 
due to lack of finances in the health budget or because of poor management and/or 
wrong distribution of funds, the fact remains that health services need money to 
efficiently render health care to the community.  Due to the fact that the researcher is 
not in a position to change the above-mentioned, it was decided to identify the other 
challenges or difficulties causing the health service delivery to be less than optimal.   
These challenges were identified because they occurred most frequently and it also 
seemed that they could be corrected without monetary means.   
 
It was decided to group these challenges together in encompassing themes.  Four 
themes were identified; namely: 
 
- Communication: To improve communication systems on the following levels: 
- from Provincial level to District level and vice versa; 
- from District level to clinic level and vice versa; 
- within the clinic, amongst staffmembers; 
- from the clinic staff to Clinic Committee and vice versa; 
- from clinic staff to the diabetic patient and his/her family/caregivers and vice 
versa; as well as  
- from Clinic Committee to the community and vice versa. 
 
- Organisational structuring: To improve the organisational structuring at clinic 
level, inter alia the role and function of each of the following stake holders: 
- registered nurses; 
- LHWs; 
- Clinic Committee members; 
- NGO’s; as well as  
- retired registered nurses. 
 
• Education: To address the education needs identified from the results from 
chapter 6 regarding DM and the management thereof for: 
- the registered nurses; 
- the LHWs;  
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- members of Clinic Committees; as well as  
- the diabetic patients.  
 
- Quality management: To optimise the service delivery of: 
- the clinic, as an entity; 
- the registered nurse; and 
- the LHW; as well as 
- to monitor the health behaviour changes in the diabetic patients; and  
- to evaluate the efficiency of the functioning of the Clinic Committee. 
 
Table 7.2 indicates the interaction between the themes, proposed guidelines and the 
related elements involved in this process. 
                                                                                                                                                                                                                                                                           
TABLE 7.2 SUMMARY OF INTERACTION BETWEEN THEMES, PROPOSED 
GUIDELINES AND RELATED ELEMENTS  
 
 
THEME 
 
PROPOSED GUIDELINE 
 
RELATED ELEMENTS 
 
 
COMMUNICATION 
 
Establish effective systems of 
communication between 
stakeholders involved in the 
service delivery of the clinic. 
 
Communication systems: 
- from provincial level to district 
level and vice versa; 
- from district level to clinic level 
and vice versa; 
- within the clinic, amongst the 
staffmembers; 
- from the clinic staff to the Clinic 
Committee and vice versa; 
- from the clinic staff to the 
diabetic patient and his/her 
family/caregivers and vice versa;  
- from the Clinic Committee to 
the community and vice versa. 
 
ORGANISATIONAL 
STRUCTURING 
 
Establish protocols to clarify 
the roles and responsibilities 
of the different stakeholders 
on clinic level. 
 
 
Role and responsibilities of: 
- Registered nurses; 
- LHWs; 
- Clinic Committee members; 
- NGO’s; as well as the  
- Retired registered nurses. 
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THEME 
 
PROPOSED GUIDELINE 
 
RELATED ELEMENTS 
 
EDUCATION 
 
Implement educational 
programmes pertaining to 
DM and the management 
thereof for all stakeholders. 
 
- Registered nurses; 
- LHW’s;  
-Clinic Committee members; and  
- the diabetic patients.  
 
 
QUALITY MANAGEMENT 
 
Establish quality 
management processes 
regarding DM management 
for all stakeholders at clinic 
level. 
 
 
 
 
Manage the quality of the 
services of the: 
- clinic, as an entity; 
- registered nurse; 
- LHW’s; and the  
- functioning of Clinic 
Committee; as well as the 
- changes in health behaviour of 
diabetic patients.  
 
 
7.5 SUMMARY OF CHAPTER 
 
In this chapter, based on the analysis of the data gathered in phase one, the 
interpretation and the discussion of the findings, supported by health related 
literature, the final conclusions were discussed.  There was a deficit in the efficient 
management of patients with DM at the health care clinics in the research area, by all 
groups of participants, as well as a lack of knowledge pertaining to the disease.   
 
The development of guidelines has been explained.  Thereafter, the identified 
themes for the development of the proposed guidelines for the management of 
patients with Diabetes Mellitus at health care clinics in the Cacadu region of the 
Eastern Cape were identified.   
 
These proposed guidelines will attempt to assist in educating and motivating the 
registered nurses, the LHWs, members of the Clinic Committee, as well as the 
patients towards improvement in the management of Diabetes Mellitus.  The 
proposed guidelines will be outlined and described in the following chapter.    
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CHAPTER 8 
 
PHASE 2:   PROPOSED GUIDELINES FOR THE MANAGEMENT OF PATIENTS 
WITH DIABETES MELLITUS AT HEALTH CARE CLINICS 
 
8.1 INTRODUCTION 
 
In order to develop proposed guidelines for the management of patients with DM at 
health care clinics in the research context, the conclusions drawn or the evaluation of 
the current organisational structure were explained by means of the activities of the 
management process.  Themes were identified to group together the challenges and 
difficulties experienced at clinic level.  Each of the themes will constitute overall 
proposed guidelines with different action steps to achieve the outcome stated in each 
case.  The relevant elements related to and involved in each guideline will be 
identified and their role described. 
  
The proposed guidelines are an attempt to improve the current organisational 
structure of health care clinics, in order to increase the quality and quantity of health 
service delivery to the diabetic patient.  Mills et al. 2004 (as indicated by Dickason, 
2007:8) said that the key challenge in designing equitable PHC systems is to ensure 
that service organisation matches health needs and the resources available. 
 
8.2 THE COEQ APPROACH 
 
The researcher devised an easy to remember, user friendly approach in order to 
explain and describe the proposed guidelines developed out of the themes identified 
from the challenges deducted from the research results.  The COEQ approach 
consists of the following components: 
- Communication breakdown in the health care service at the clinic; 
- Organisational structuring, the clarification of the role and responsibilities of 
the different stakeholders in the health care setting; 
- Education, as an important point of origin in services delivery ; and 
- Quality management, as an overall monitoring, evaluating and auditing   
process to ensure optimal health care in the health care setting. 
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8.3 PROPOSED GUIDELINES FOR THE MANAGEMENT OF PATIENTS WITH 
DM AT HEALTH CARE CLINICS 
 
The four themes namely: communication, organisational structuring, education and 
lastly, quality management will be translated into proposed guidelines and will be 
discussed hereafter.  Quality management comprises inter alia the auditing of 
performance of staff members, monitoring the service delivery in the clinics as well 
as the evaluation of the process of change taking place towards achieving the set 
outcomes for optimal service delivery (Yoder-Wise, 2007:329,609, Muller, 2006:177).  
Dever’s epidemiological model, which encompasses the components of human 
biology, environment, life style and the health system were also applied in the 
generating of the proposed guidelines. 
 
The proposed guidelines will be discussed by using the following headings:  
• Outcome, to be achieved by implementing the guideline; 
• Rationale (short summary of the fundamental reason or logical basis for the 
guideline); 
• Actions, which are steps in the process of achievement of the original outcome or 
objective; and 
• The responsible persons (institutes), who are to execute the necessary actions. 
 
The organisational framework and structuring of the clinic as well as all the 
stakeholders involved in the management of the diabetic patient are indicated in 
Diagram 8.1.  The interaction between the stakeholders in this organisational 
structure, as proposed in the developed guidelines, is also shown in this diagram   
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Diagram 8.1 Diagram to indicate the interaction of stakeholders involved with 
the management of patients with DM at health care clinics 
 
8.3.1 Communication: 
 
Effective communication in an organisation is of the utmost importance.  The 
systems of communication from the different stakeholders providing a health service 
to the community will be described.     
 
 ESTABLISH EFFECTIVE SYSTEMS OF COMMUNICATION BETWEEN 
STAKEHOLDERS INVOLVED IN THE SERVICE DELIVERY OF THE 
CLINIC 
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OUTCOME 
Effective systems of communication between the different stakeholders will improve 
the level of service delivery of the clinic. 
 
RATIONALE 
There is evidence from previous research studies that not all registered nurses are 
aware of National Guidelines for the management of DM.  They know about them, 
but they are not readily available to them.  There was also not enough training 
pertaining to their use (O’Brien, et al., 2006:36-38, Rotchford & Rotchford, 2002:536; 
Dickason, 2007:10).  There is also evidence that the registered nurses working in 
clinics, in the research area, do not always get information or literature pertaining to 
new health legislation or health issues, new trends, as well as new protocols from the 
national and provincial DOH. 
 
There is also not good interaction between the Clinic Committee and the clinic staff, 
as well as between the community and the Clinic Committee. 
 
ACTIONS 
A Regarding the systems of communication from provincial level to district level 
of the DOH and vice versa, the district level to clinic level and vice versa as 
well as within the clinic, the following are to take place: 
- The co-ordinator – chronic diseases, from the provincial DOH is to be the 
driver of the process to improve the communication between all stakeholders; 
- Staff involved are to meet once a month and discuss matters concerning 
service delivery, new circulars from the national DOH, and any other pressing 
issues; 
- Staff to sign for receipt of relevant policies and/or procedure manuals; 
- Supervisor concerned should ensure that these meetings do take place and 
that relevant matters are being discussed; 
- Clear, short notification of meetings and agendas to be sent out to staff 
members, at least 2 weeks in advance; 
- Accurate and concise minutes to be taken and disseminated in advance to all 
staff concerned before next meeting; 
- Chairperson as well as members of meeting to adhere to points on agenda 
and to keep meetings short, but effective; 
- Supervisors to create a pleasant atmosphere in meetings to ensure that staff 
members do not fear or dread attendance;  
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- Staff are to be made aware of the different channels of communication, 
vertical as well as horizontal, available for them; 
- Persons in supervisory positions are to adhere to the correct communication 
channels and lead their staff in an exemplary manner; 
- Ensure correct formulation of the messages that are to be conveyed, also 
ensure correct comprehension thereof; 
- Supervisors to instil a feeling of trust amongst their followers, good 
communication and open channels of communication will follow; 
- Policy and procedure manuals to be user friendly and always updated and 
available for use by all staff members; 
- Weekly meetings to be held between clinic staff and LHWs, creation of open 
and productive communication channels. 
 
RESPONSIBLE PERSON(S) OR INSTITUTES 
Policy makers at provincial DOH, specifically the Co-ordinator – chronic diseases 
Managers at the district level of DOH 
Clinic supervisor 
Registered nurses in charge of clinics 
 
B Regarding the systems of communication from the clinic level to the Clinic 
 Committee and vice versa, the following are to take place: 
- The staff from the clinic are to attend meetings held by the Clinic Committee 
and actively participate in discussions, but not be bias or unpleasant in their 
interaction; 
- Agendas for meetings to be sent timeously to all concerned; 
- Minutes to be sent to the staff of the clinic to keep them informed of decisions 
taken, as well as the health needs of the community. 
- Clinic committee members are to visit the clinic monthly to communicate any 
health concerns, as part of their functions and responsibilities; 
- The registered nurse in charge of the clinic as well as the LHW are to inform 
the Clinic Committee of any new or changed information regarding health 
matters. 
 
RESPONSIBLE PERSON(S) OR INSTITUTES 
Co-ordinator – chronic diseases on district level 
Clinic supervisor 
Registered nurses in charge of clinics 
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LHWs 
Members of Clinic Committee 
 
C Regarding the systems of communication from the staff of the clinic to the 
 diabetic patient and his/her family/caregivers and vice versa, the following  
 are to take place: 
- Always be willing to listen and answer questions with honesty; 
- Be friendly and give comprehensive information; 
- Be consistent and genuine in your approach and handling of the patient and 
his/her family or caregiver; 
- Get the patient and the family to participate in his/her health care planning; 
- Motivate the patient to accept self-management of his/her disease; 
- Staff of clinic to organise gatherings such as Youth Camps for children 
suffering from DM; 
- Involve the diabetic patient and his/her family or caregiver to partake in open 
days for screening for DM or to attend meeting and/or talks on DM and the 
management thereof.  
 
RESPONSIBLE PERSON(S) OR INSTITUTES 
Registered nurses in charge of clinics 
LHWs 
 
D Regarding the systems of communication from the Clinic Committee to the 
 community and vice versa, the following are to take place: 
- The Clinic Committee is to have monthly meetings with the community in 
order to address the health needs and problems and to give feedback 
pertaining to new health issues and available services; 
- The community is to be motivated to participate in meetings pertaining to 
health matters; 
- Clinic Committee members are to have talks to the community in order to 
empower the family/community to take care of their own health; 
- Clinic Committee members are to be advocates of positive behavioural 
change in the community and therefore are to set an example with a healthy 
lifestyle. 
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RESPONSIBLE PERSON(S) OR INSTITUTES 
Registered nurses in charge of clinics 
LHWs 
Members of Clinic Committee 
 
8.3.2 Organisational structuring:  
 
In order to improve the organisational structure at the clinical level, different aspects 
of organisation will be discussed. 
 
 ESTABLISH PROTOCOLS TO CLARIFY THE ROLES AND 
RESPONSIBILITIES OF THE DIFFERENT STAKEHOLDERS ON CLINIC 
LEVEL 
 
OUTCOME 
Clarification of the roles and responsibilities of the different stakeholders on clinic 
level will enhance service delivery. 
 
RATIONALE 
Organisation as well as organisational structuring within a setting mean that a group 
of people are working together to achieve a purpose.  There is division of labour and 
people are allocated to specific functions because of the specific skills they have.  
Each of the persons has a responsibility within that specific function and thus plays a 
specific role in the group (Yoder-Wise, 2007:135-126).  It is therefore necessary that 
all the stakeholders involved in rendering care to the diabetic patient have a clear 
understanding of their respective roles and responsibilities. 
 
Research findings showed that there are discrepancies in the function, role and 
responsibility expectations of the registered nurses, LHWs, programme co-ordinator 
– HIV/AIDS, HBC, AVR, members of the Clinic Committees, as well as the relevant 
NGO who employs the LHWs.  Due to these discrepancies, service delivery in the 
clinics is suboptimal, and the patients with DM do not receive adequate care. 
 
ACTIONS 
The importance of the different aspects of organisation in the health care clinic is to 
be addressed, such as the philosophy and objectives of the clinic, specifically 
pertaining to DM and the management thereof.  Organograms, which is a graphic 
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and written illustration of the job/post level of each individual staff member, as well as 
the lists of duties or job descriptions of each of the stakeholders involved in the clinic 
to be explained to all concerned. 
 
The philosophy of the clinic is to include specifically the values and beliefs held on 
the nature of the work required to accomplish the mission,  as well as the nature and 
rights of both the people being served (diabetic patients) and those providing the 
service (staff members) are to be displayed at the clinic. 
  
The objectives of the clinic are to specifically mention the expectations of the staff to 
be realised within a given period pertaining to the service that is planned for the 
diabetic patients within the community.  These objectives are to be visible on the 
notice boards as well as in the procedure manuals used in the clinic. 
   
Organograms (vertical as well as horizontal levels of division of the different job 
levels and labour) are to be made visible and available to all concerned.  All persons 
are to know their role, function and responsibility within the structure of the health 
care clinic.  All duties, tasks and responsibilities have to be explained to the relevant 
stakeholders.   The setting of deadlines for the execution of duties is important. 
 
Specific attention is to be given to the roles, functions and responsibilities of the 
LHWs working at the clinic and in the community.  A workshop is to be held with the 
members of the Clinic Committee and the role and functions of both the LHWs as 
well as the members of the Clinic Committee are to be agreed upon. 
 
Roles and responsibilities of stakeholders 
 
A Registered nurses 
 Qualifications and ongoing education 
- A registered nurse with a qualification in Primary Health Care is to be 
 allocated to each clinic to ensure effective screening and diagnoses of the 
 diabetic patients.   
- The remainder of the registered nurses, if any, are to have a qualification in 
Community Health Nursing as to ensure that the levels of prevention of 
disease are to be followed.  This will enhance the service delivery in all health 
care clinics, especially in the rural regions. 
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- The registered nurse is responsible to keep updated in her own field of 
knowledge. 
Orientation and empowerment of staff and patients 
- The orientation of people (staff and patients) towards a new programme, 
 project or any new venture or regime is a very important first task, which all 
 registered nurses are  to be trained in, with accuracy and empathy.  The 
 comprehension of learners/participants is to be evaluated throughout 
 such a programme in order to ensure its success.  
- New staff members are to follow a clear and comprehensive orientation 
 programme, because that will optimise service delivery form the beginning.  
 The new staff member will also be affected positively by attending such a 
 programme.         
- The registered nurse is responsible to ensure that all staff members are 
 competent in using all the equipment as well as be competent in executing 
 their duties.  
- The registered nurse in charge is to further make provision for staff and 
 volunteers to attend learning programmes and workshops or be able to give 
 in-service training to address the problem areas.  New staff and volunteers, 
 as well as any other staff members who were taught a new skill, should be 
 accompanied until the person feels safe and competent.  
 - The registered nurse in charge of the clinic is the role model to be followed 
 and she is to provide guidance and support (act as a mentor), as well as 
 oversee all the duties, tasks and responsibilities of the staff and patients. 
- One of the most important functions of the registered nurse in charge of the 
 clinic is to empower and motivate the staff as well as the patients.  That must
 be done through knowledge, teaching, training, guidance and support.   
- The ongoing training of patients, registered nurses and the LHWs is an 
 important responsibility of the registered nurse, because it is of the 
 utmost importance in the effective delivery of service. 
- The registered nurse in charge of the clinic are to ensure that the staff and the 
 volunteers (LHWs and retired registered nurses) all feel safe in their working 
 environment, in that they should feel knowledgeable and skilled in performing 
 their tasks.     
 
Practical work and clinic administratation 
- The registered nurse is to consult and provide preventative, promotive, 
 curative and rehabilitative health care to patients visiting the clinic. 
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- The registered nurse is to perform specific administrative sequences 
 associated with the updating of clinical records and registers 
 
RESPONSIBLE PERSON(S) OR INSTITUTES 
Managers at district level of the DOH 
Clinic supervisor 
Registered nurses in charge of clinics 
 
B LHWs 
- Promote and assist with the overall maintenance of the health and social 
wellbeing of the patient, the family and the community. 
- Disseminate basic information that promotes family health and the social 
wellbeing of families, individuals and groups. 
- Assist the community to identify social and health-related needs and to formulate 
a plan of action to address identified needs using any local resources (referral 
system). 
- Encourage communities regarding acceptance and openness to reduce the 
stigma and discrimination against specific diseases. 
- Report on health and social problems and liaise with local structures such as the 
clinic. 
- Assist with the identification of minor or chronic illnesses, such as DM as well as 
referral to appropriate services for follow- up. 
- Identification of adverse effects due to treatment. 
- Execute a basic care plan to guide the family of a person who is receiving care.  
This plan is to be developed in conjunction with the staff members from the clinic. 
- Keep complete and accurate records of all care given. 
- Promote and assist with the maintenance of the environmental hygiene of 
families and communities. 
- Promotion of healthy lifestyles to prevent complication and deformities, 
specifically pertaining to DM. 
- Recognise ill health and refer to appropriate services for follow-up. 
- Educate and raise awareness on the causes of diseases, DM inclusive. 
- Promote communication with patients, families and communities. 
- Refer appropriately and timeously to any necessary sources. 
- Disseminate health information reports, liaisons and reports on health problems 
to the local Clinic Committee and clinic. 
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- Develop the skills, knowledge and attitudes necessary for the comprehensive           
improvement of personal and community health. 
- Assist and support bereaved individuals and families, including orphans.  
Regarding the specific roles and functions of the LHW for the management of DM, 
the following points are relevant: 
- To make the community aware of the disease and to give health education talks 
pertaining to signs and symptoms, control of blood glucose, diet, exercise, 
medication, foot care and the complications, as well as the prevention thereof.  
(See notes, 8.3.3, in this chapter, on educational talks to the diabetic patient.)  
 
RESPONSIBLE PERSON(S) OR INSTITUTES 
Managers at district level of the DOH 
Clinic supervisor 
Registered nurses in charge of clinics 
Co-ordinator for the management of the LHWs 
LHWs 
Members of the Clinic Committee 
NGO’s, responsible for employment of LHWs 
 
C Clinic committee members 
- The role and responsibilities of the Clinic Committee are, inter alia:  
- to recruit and select members from the community to be trained as LHWs; 
- also to mobilise community members to determine health needs; and  
- to empower the family/community to take care of their own health;  
- to be involved in planning for the clinic and to be sensitive to the money 
involved and how much is available for health services;  
- to strengthen ownership and support of the clinic amongst the local  
community; 
- to liaise between the community and the clinic; 
- to inform the staff of the clinic about underserved areas; 
- to inform the staff of the clinic of new developments in the community; 
- to attend to complaints from community members regarding health service 
delivery; 
- to arrange meetings in the community and with role players; 
- to monitor the maintenance of clinic buildings and grounds; 
- to encourage community projects;  
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- to request for the NGOs responsible for the employment of LHWs to be 
nearer to the community, which they serve, to improve the logistics and to 
facilitate job creation in the specific community; and 
- to keep accurate minutes of all the meetings, as well as a record of 
community health projects. 
 
RESPONSIBLE PERSON(S) OR INSTITUTES 
Registered nurses in charge of clinics 
Co-ordinator for the management of the LHWs 
LHWs 
Members of the Clinic Committee 
 
D NGOs  (employers of LHWs) 
- Formal agreements shall exist between the LHW and the NGO (employer). 
- Any organisation which employs community-based workers, shall comply  
with the applicable prescripts of the Labour Relations Act (No 66 of 1995) and  
the basic Conditions of Employment Act (N0 75 of 1997). 
- These agreements shall include, but not be limited to, the following  
requirements: 
• The number of hours of service  
• The job description of the LHW 
• The conditions of service 
• Skills development 
• The number of patients to be attended to 
• Grievance procedures 
• Indemnity 
• Disciplinary procedures 
• Stipends (remuneration) to be paid to LHWs shall be  determined 
according to the agreement between the LHW  and the employer (NGO). 
 
- The NGO to employ a co-ordinator to supervise, monitor and support the 
 LHWs working in the clinics and in the community with diabetic patients.  The 
 rationale for this is that according to the findings of this research study, 24,4% 
 of the patients visiting the clinics on a monthly basis are suffering from DM.  
 Only Tuberculosis (44,7% of the patients) has a higher incidence in patients 
 visiting these clinics.    
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- The role and functions of such a co-ordinator are: 
- To liaise with the Clinic Committee during needs assessment in the 
community;  
- Recruiting and screening of volunteers;  
- Organising and/or assisting the Directorate: HRD or the relevant NGO with 
sourcing basic training for LHWs, as well as the follow-up training. 
- Furthermore, it is essential to place LHWs in the community with consultation 
of the registered nurse in the clinic;  
- Do follow-up after placement of LHWs;  
- Render support to LHWs, as well as staff, in the clinic and within the 
community; and 
- Do relevant administration and liaison with the relevant NGO pertaining to 
payments of stipends.   
- Keep training and other records of LHWs;  
- Negotiate with Community-based Organisations for sponsorship for 
equipment and supplies needed by LHWs to carry out their duties.   
- Control the basic bags with equipment and supplies needed by LHWs, as well 
as organise transport for LHWs, where necessary. 
- To act as a mentor to the LHWs. 
 
RESPONSIBLE PERSON(S) OR INSTITUTES 
Policy makers at the provincial level of the DOH 
Managers at district level of the DOH 
Co-ordinator for the management of the LHWs 
NGO’s 
 
E NGO  (retired registered nurses) 
- To combat the serious shortage of staff experienced in all health sectors, the 
 assistance of retired registered nurses, from within the community are to be 
 negotiated.  
- An NGO is to be established to fund this project. 
- The role and functions of the retired nurses are to assist the registered nurse
 in the clinic, as well as in the community.  Her assistance will be of great 
 significance as she will be able to guide, supervise and support the LHWs. 
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RESPONSIBLE PERSON(S) OR INSTITUTES 
Policy makers at the provincial level of the DOH 
Managers at district level of the DOH 
NGO’s 
Retired, registered nurses 
 
8.3.3 Education: 
 
Aspects pertaining to the race, and thus, indirectly the culture of this specific target 
population, which consists of the registered nurses, the LHWs, the diabetic patients 
and the other stakeholders, such as the Clinic Committee members, involved in the 
communities of the Kouga and Koukamma areas of the Cacadu region of the Eastern 
Cape, have been taken into consideration in the development of the guidelines. 
 
Learning and education, as applied to this specific group (adult learners), have been 
addressed.  The identification and assessment of the needs of these learners were 
established, as indicated from the results of part 2 of the first phase of this study.  
The proposed guidelines and action steps pertaining to education will follow. 
 
 IMPLEMENT EDUCATIONAL PROGRAMMES PERTAINING TO DM AND 
THE MANAGEMENT THEREOF FOR THE REGISTERED NURSES 
WORKING AT THE CLINICS 
 
OUTCOME 
Education of the registered nurses in this health care setting on DM and the 
management thereof will enhance the service delivery to diabetic patients in the 
research region.   
 
RATIONALE 
A knowledge deficit on DM, as well as the management thereof, by the group of 
registered nurses who participated in this study, was identified.  DM is a chronic 
disorder that can be managed well if the people concerned have the required 
knowledge and are motivated to embark on a healthy lifestyle. 
Knowledge pertaining to the prevention, early detection as well as the management 
of this disease is vital.  The registered nurse needs to be educated on chronic 
disorders and any related issues.  The importance of DM was highlighted throughout 
the study.  In the ideal scenario, firstly, the registered nurse should make an accurate 
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diagnosis and follow this up with a planned treatment programme for the diabetic 
patient.  Thereafter, the patient should be counselled regarding the disease and the 
fact that it is a chronic disorder.  By using the National Guidelines for the 
management of diabetes at primary level (Department of Health, 2004:1) (see 
Annexure O), as well as utilising the Standard Treatment Guidelines and Essential 
Drugs List for South Africa (Department of Health, 2003:46) the newly diagnosed 
diabetic patient should receive accurate and efficient treatment while visiting the 
clinic.  In order to achieve this, the registered nurse should be knowledgeable and 
therefore needs to be updated in the management of the diabetic patient. 
 
ACTIONS 
Actions pertaining to education will be described further.  The specific learning 
objective for the registered nurses, staffing the clinics in the research area, is to 
equip them with knowledge and relevant skills to render an effective service to the 
diabetic patients within one week after the education session. 
 
The following teaching approaches are appropriate for effective teaching of the 
registered nurses: 
- A structured approach, such as lectures, thereafter discussions and feedback 
 sessions are both important.  
- Role-play can be used to enhance the confidence of the registered nurse and 
 to assist in the preparation to advise stubborn patients.   
- Practical skills, such as history taking, physical examination and obtaining 
 blood glucose readings, are to be evaluated to ensure the competency of the 
 registered nurses. 
- The clinic supervisors or the co-ordinator - chronic diseases are to give 
 educational sessions to ensure that the registered nurses are knowledgeable 
 and skilled in the management of DM, inclusive of health and patient 
 education pertaining to the topic.   
- Learning programmes and workshops on DM and the management thereof 
 are to be attended by registered nurses (if they can leave the clinic) or the 
 clinic supervisors to enhance general, as well as specific knowledge deficits, 
 currently being experienced.  These learning programmes and/or workshops 
 could also be arranged as in-service training sessions, although that is not the 
 ideal situation.  The registered nurse is to get the new information first hand. 
- Alternatively, pharmacological companies could be contacted to present 
 these learning programmes for the registered nurses.  These learning 
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 programmes are usually presented as one-week courses and at no cost to 
 the participants.  The Diabetes Association of SA or community pharmacies 
 could also be of some assistance regarding the presentation of learning 
 programmes as well as funding of programmes to promote teaching and 
 learning.   
- The clinic supervisors or the co-ordinator – chronic disorders can attend the 
 above-mentioned learning programmes and then disseminate the information 
 to registered nurses by means of in-service sessions.  
- The Foundation for Professional Development can be contacted by the 
 provincial DOH co-ordinator for chronic diseases or the training co-ordinator 
 from the Directorate: Human Resource Development to source and arrange 
 for the relevant education sessions (Strydom, 2008). 
- Another alternative is to contact the Nursing Science Department of the 
 nearest University and request that they design a short learning programme 
 on DM and the management thereof.  This learning programme can be 
 presented to the registered nurses as a credit bearing programme for the 
 DOH. 
 
Content of educational sessions on DM for registered nurses must include:  
(Compiled and adapted from Krentz, 2000; Nagel, 2002; Novo Nordisk, 2000; 
National guidelines on DM (DOH), 2000; van der Merwe, et al., 2004 as well as own 
experience as a nurse educator) 
 
Definition of DM      
Classification of DM  
Diagnostic criteria for DM  
Aetiology for type 1 DM and type 2 DM 
Patho-physiology of DM  
Risk factors for the development of DM 
Symptoms of DM 
Symptoms of hyperglycaemia and hypoglycaemia  
 
Management of diabetes mellitus 
Setting of glycaemic targets  
Monitoring of: 
- blood glucose levels and urine    
- weight control   
 
 
287 
 
- blood pressure  
- foot care    
- eyesight changes   
- HbA1c blood test, and if not available in the health care setting, to refer     
- Meal planning and the Glycaemic Index     
- DM and alcohol     
- Importance of exercise and guidelines therefor    
- DM and hypoglycaemic medication: 
- Oral     
- Insulin  
- Working action of medication     
- Lifestyle modification    
- Symptoms and treatment of diabetic emergencies (acute complications): 
- Hypoglycaemia 
- Diabetic keto-acidosis (DKA) 
- Diabetic non-ketotic hyperosmolar coma (HONK)  
- Chronic complications and the prevention thereof:  
- Micro-vascular complications: Retinopathy    
      Nephropathy      
Neuropathy    
- Macro-vascular complications: Coronary artery disease    
      Cerebro-vascular disease  
      Peripheral vascular disease 
Mixed vascular and neuropathic 
complications, such as leg and foot 
ulcers  
Skin and gastro-intestinal problems     
Connective tissue and joint disease     
 
RESPONSIBLE PERSON(S) OR INSTITUTES 
Policy makers at provincial DOH 
Managers at the district level of DOH 
Clinic supervisor 
Registered nurses in charge of clinics 
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 IMPLEMENT EDUCATIONAL PROGRAMMES PERTAINING TO DM AND 
THE MANAGEMENT THEREOF FOR THE LHWs WORKING AT THE 
CLINICS AND IN THE COMMUNITY 
 
OUTCOME 
Education of the LHWs in the clinics and within the community on the basic 
knowledge of DM and the management thereof will improve the management of 
diabetic patients within the research region.     
 
RATIONALE 
During the research study, a serious knowledge deficit on DM, as well as the 
management thereof, was identified in the group of LHWs who participated.  It is 
important that the LHWs have a sound knowledge of this disease as they have 
access to the homes of the people in the community and can play an important role 
to make the people aware of the disorder as well as the complications thereof.  She 
can also promote healthy lifestyles in order to prevent DM. 
 
Empowering the people in the community, as well as educating a health-community 
liaison (the LHW) will address the current and forthcoming phenomenon (DM) which 
could cause havoc to the health status of SA. 
 
The LHW and her contribution to assist with the workload of the registered nurse 
cannot be underestimated.  When empowered correctly, she will be an asset for the 
health service delivery. 
 
ACTIONS 
- Resources for training and empowerment are to be identified and budgeted for.   
- The co-ordinator of chronic diseases at provincial level (DOH) is to involve the 
Directorate: Human Resource Development (HRD) regarding resources for 
training of the LHW.   
- A workplace skills plan is to be developed, because the training needs have 
been identified already.  The Directorate: HRD is funded by the Skills Levy Act 
and their core business is to empower people through training (Strydom, 2008). 
- The Foundation Trust for Professional Development is to be contacted 
pertaining to essential and appropriate training materials, equipment, supplies 
and training personnel.   
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- Training providers accredited by the Health and Welfare Sector Education and 
Training Authority (HWSETA) offers community-based worker (LHW) 
programmes. 
- All volunteers are to follow a comprehensive learning programme (the 69 days 
HBC course), which is in the planning stage at the provincial DOH, according to 
Madonsela (2007).  This learning programme includes chronic disorders, 
immunisation and suchlike.  Thereafter, the LHWs are to make an informed 
decision on which discipline they want to work in and then undergo specific 
training such as the DOTS or counselling or DM courses. 
- The general Home Based Carers can also be taught assessment skills and be 
introduced to the relevant resources and support systems available in the 
community. 
 
The specific learning objective for the LHW pertaining to DM and the management 
thereof is that they will be able to demonstrate knowledge and skills regarding DM 
and the management thereof to effectively assist and advise the diabetic patients in 
the region, within two weeks after the educational intervention. 
 
The following approaches are appropriate for the teaching of the LHWs: 
- A structured, but more informal approach, such as informal lectures, shared 
 experiences, question-and-answer sessions, as well as continuous 
 evaluation is essential.   
- Demonstrations and role-play are very useful in practising new psychomotor 
 skills, such as the testing of urine and obtaining of blood glucose readings. 
- Demonstrations on how to present health education to diabetic patients and 
 the evaluation of all psychomotor skills are important. 
- LHWs are to attend in-service educational sessions or a learning programme 
on DM and the management thereof presented by the registered nurse, clinic 
supervisor or the co-ordinator – chronic diseases.  
 
Content of educational sessions on DM for LHWs to include: 
(Compiled and adapted from Krentz, 2000; Nagel, 2002; Novo Nordisk, 2000; 
National guidelines on DM (DOH), 2000; van der Merwe, et al., 2004 as well as own 
experience as a nurse educator) 
 
Explanation on DM 
Definition 
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Classification – type 1, type 2 
Elementary patho-physiology 
Risk factors – obesity, smoking, inertia, cardiac problems 
 
Using the following adapted alphabet approach (Morrissey & Patel, 2008:16-18) as a 
guide for the remainder of the education session.  The use of letters from the 
alphabet makes it easier for the learner to remember the main aspects. With 
continuous repetition, the learner will also remember the issues discussed under 
each heading. 
 
Awareness / Action 
Correct diagnosis 
Signs and symptoms 
Hyperglycaemia 
Hypoglycaemia 
 
Blood sugar / Blood pressure 
Targets for blood sugar control 
Targets for blood pressure control 
 
Commitment to change in lifestyle 
- Chronic diseases 
- Complications 
It should be made clear that this disorder is ongoing; it cannot be cured.   
Therefore, the changes they decide to make in their lifestyle are also to be 
permanent.   
This is done to prevent or reduce complications.   
Name and discuss complications. 
 
Drugs / Diet  
A clear understanding of the medication regime, as well as a commitment thereto is 
important. 
An understanding of correct eating habits and the Glycaemic Index (GI) cannot be 
overemphasised. 
Utilisation of the GI in everyday living is vital. 
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Exercise / Eye care 
An understanding of the importance of exercise and commitment to an exercise 
programme are indispensable. 
Importance of regular eye examinations is to be emphasised. 
 
Foot care 
Cognisance of the importance of foot care to prevent amputations is vital  
 
RESPONSIBLE PERSON(S) OR INSTITUTES 
Policy makers at provincial DOH 
Managers at the district level of DOH 
Co-ordinator of chronic diseases on provincial level 
Co-ordinator of chronic diseases on district level 
Co-ordinator in charge of LHWs 
Clinic supervisor 
Registered nurses in charge of clinics 
 
 IMPLEMENT EDUCATIONAL PROGRAMMES PERTAINING TO DM AND 
THE MANAGEMENT THEREOF FOR THE MEMBERS OF THE CLINIC 
COMMITTEE 
 
OUTCOME 
Education of the members of the Clinic Committee on the basic knowledge of DM 
and the management thereof will improve the co-operation with other stakeholders 
responsible for service delivery to the diabetic patients. 
 
RATIONALE 
A knowledge deficit on DM and the management thereof as well as a lack of 
administrative and financial management skills were identified in the group 
chairpersons of the Clinic Committees that participated in the study.  This situation is 
not conducive for the optimal functioning of the Community Health Workers Policy 
Framework (Department of Health, 2001a:4).  This framework states that the SA 
Government is committed to combining the national human resource development 
strategy with the rapid upgrading of service delivery, health services included, to all 
of the nation’s communities.  The role and function of the CC are, inter alia, to recruit 
and select members from the community to be trained as LHWs.  Another 
responsibility is to mobilise community members to determine health needs and to 
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empower the family/community to take care of their own health.  Furthermore, they 
are to be involved in planning for the clinic and sensitisation to the money available 
for health services (Cacadu District municipality, 2006a:12).  
 
ACTIONS 
- The Clinic Committee members are to receive training on administrative and 
human resource principles and finance management.  
- They are to be informed regarding all the different learning programmes and 
services available at the clinic, as well as the health needs of the community. 
- Their role and functions should be made clear to all concerned, including the 
community.   
- The members of the Clinic Committee are to assist the staff of the clinic and 
the LHWs in educating the community pertaining to DM and the management 
thereof.   
- This is be done by having special health days at the clinic, where screening 
(blood glucose readings) will be done and people will be made aware of the 
complications of the disease. 
 
RESPONSIBLE PERSON(S) OR INSTITUTES 
Managers at the district level of DOH 
Clinic supervisor 
Registered nurses in charge of clinics 
Members of Clinic Committee 
 
 
 IMPLEMENT EDUCATIONAL PROGRAMMES PERTAINING TO DM AND 
THE MANAGEMENT THEREOF FOR THE DIABETIC PATIENTS VISITING 
THE CLINICS IN THE RESEARCH REGION 
 
OUTCOME 
Education as well as the empowerment of the visiting diabetic patients on the basic 
knowledge of DM and the management thereof will promote self management of their 
disease. 
  
RATIONALE 
A severe knowledge deficit on DM, as well as the management thereof, was 
identified in the group of diabetic patients that were included in the research study.  
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This fact undermines the principle of self management of their disease.  The diabetic 
patient has the right to be educated about and treated for his disease by an 
experienced and skilled professional, according to specific approved guidelines. 
 
In the Norms and Standards for Health Clinics document, the BATHO PELE – 
PEOPLE FIRST principles are explained (Department of Health, 2001d:10).  The 
patient rights charter forms part of this document.  It states, inter alia that every 
patient has the right to be treated by a competent health care professional, as well as 
to be fully informed regarding his condition. 
 
However, the document also states that the patient has certain responsibilities, such 
as living a healthy lifestyle, utilising the health system optimally without abuse, and 
complying with the prescribed treatment and rehabilitation procedures.  
 
ACTIONS 
The specific learning objective for the diabetic patient is that they will be able to 
understand their disease and the management thereof and take responsibility for 
their own health within three months after the commencement of the educational 
encounters. 
 
It is important to remember that education activities are sensitive to the cultural and 
economic realities of the patient and his/her home. 
 
The following approaches are appropriate for the teaching of the diabetic patients: 
- A semi-structured approach, such as informal presentations, sharing of 
experiences and problems, discussions within the group and active 
participation throughout the sessions are all-important.   
- Demonstrations and the practice of psychomotor skills, such as the testing of 
blood glucose, the administering of insulin and the examination of feet are to 
be included in the teaching sessions. 
- The registered nurses and the LHWs operating in the clinics in the region are 
to have educational talks with the diabetic patient to effectively improve the 
knowledge and skills pertaining to DM and the management thereof.  This will 
ensure that the diabetic patients will have a better understanding of their 
disease and they will start taking responsibility for their own health.  In this 
way, they will improve the status of DM management in the entire region.   
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- Other health care professionals, such as pharmacists and 
nutritionists/dieticians are to be requested to educate the diabetic patient 
pertaining to their specific health needs.  
- These talks are to take place on an individual basis when doing home visits or 
in groups at the clinic, while patients are waiting to be attended to by the 
registered nurse. 
- The patient record card (Health Passport for Adults) (see Annexure P), is to 
be accurately completed by the registered nurse during consultation with the 
patient.  A complete diagnosis of the patient (DM) and the essential 
medication are to appear under the heading:”Special care / allergy”.  This will 
ensure that the LHWs give the correct information to the correct patients.   
- All health education talks and the relevant topics been discussed are to be 
recorded on patient record card (see Annexure P).  
- The LHW is to get the visiting diabetic patients together as a group and have 
discussion groups relating to foot care.  She/he is to examine the feet of the 
patients and teach them to examine their own feet, as well as the feet of the 
members of the group.  These interventions should be recorded on the 
patient record card – see Annexure P.   
- The registered nurse as well as the LHW are to attempt to start diabetic 
support groups, which could meet once a month at the clinic.  By establishing 
such a support group, diabetic patients will become more aware of their 
disease; they will gain information and share their difficulties with others 
suffering from the same disorder.  The LHW have to sell the idea of a support 
group to the diabetic patients.  She has to explain what it entails and what the 
benefits are in this regard.  LHW has to get the co-operation from the diabetic 
patients and empower them with sufficient knowledge in order for the patients 
themselves to organise the meetings.  The LHW can be involved, but not to 
take the sole responsibility.  The LHW can arrange for speakers to give 
relevant talks as well as to assist them with group activities such as the 
examination of feet and the cooking of the correct food for the diabetic 
patient.     
- She/he is also to make the diabetic patients aware of the educational videos 
or DVDs on DM, if available in the clinic.   
- The co-ordinator – chronic diseases of the provincial DOH is to contact the 
Foundation for Professional Development or the training co-ordinator from the 
Directorate: Human Resource Development to source and arrange for TV 
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monitors and appropriate videos or DVDs on DM to be made available for 
clinics (Strydom, 2008). 
- DVDs and videos on DM and the management thereof are available from 
Diabetes SA, IDF, as well as leading bookstores and companies selling 
educational audio-visual aids. 
 
Content of educational sessions on DM for diabetic patients to include: 
(Compiled and adapted from Krentz, 2000; Nagel, 2002; Novo Nordisk, 2000; 
National guidelines on DM (DOH), 2000; van der Merwe, et al., 2004 as well as own 
experience as a nurse educator). 
 
Very basic content on: 
Explanation on DM 
Definition 
Classification – type 1, type 2 
Elementary patho-physiology 
Risk factors – obesity, smoking, inertia, cardiac problems 
 
The LHWs are to use the same adapted alphabet approach (Morrissey & Patel, 
2008:16-18) as a guide for the remainder of the educational talks on DM for the 
diabetic patients.  The LHW is to present the health talks using the patient’s home 
language, simple explanations and colourful examples.   
 
Awareness / Action 
Correct diagnosis 
Signs and symptoms 
Hyperglycaemia 
Hypoglycaemia 
 
Blood sugar / Blood pressure 
Targets for blood sugar control 
Targets for blood pressure control 
 
Commitment to change in lifestyle 
- Chronic diseases 
- Complications 
It should be made clear that this disorder is ongoing; it cannot be cured.   
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Therefore, the changes they decide to make in their lifestyle are also to be 
permanent.   
This is done to prevent or reduce complications.   
Name and discuss complications. 
 
Drugs / Diet  
A clear understanding of the medication regime, as well as a commitment thereto is 
important. 
An understanding of correct eating habits and the Glycaemic Index (GI) cannot be 
overemphasised. 
Utilisation of the GI in everyday living is vital. 
 
Exercise / Eye care 
An understanding of the importance of exercise and commitment to an exercise 
programme are indispensable. 
Importance of regular eye examinations is to be emphasised. 
 
Foot care 
Cognisance of the importance of foot care to prevent amputations is vital  
 
RESPONSIBLE PERSON(S) OR INSTITUTES 
Clinic supervisor 
Registered nurses in charge of clinics 
LHWs, after training has taken place 
 
8.3.4. Quality management: 
 
According to Yoder-Wise (2007: 329, 609) auditing, monitoring and evaluation are 
essential to gain timely information on progress, to be able to do comparisons, to see 
if the objectives of service delivery are being met and to make informed decisions 
regarding operations management and service delivery.  All three the above-
mentioned elements are included in the quality control process.   
 
 ESTABLISH QUALITY MANAGEMENT PROCESSES REGARDING DM 
MANAGEMENT FOR ALL STAKEHOLDERS AT CLINIC LEVEL 
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OUTCOME 
Quality management of the health care services at clinic level will optimise the 
service delivery to the patients with DM. 
 
RATIONALE 
The research findings showed no visible evidence on quality management processes 
utilised.  No evidence found on auditing, evaluation or the monitoring of diabetic 
patients’ behaviour and knowledge levels pertaining to their disease.  Research 
results further indicated no evidence of the auditing of performance of registered 
nurses, LHWs, Clinic Committee members, as well as the overall quality of service 
delivery in the clinics. 
 
ACTIONS 
- The activity of quality management in the management process is to be 
ongoing.   
- All supervisors including the registered nurse in charge are to compare the 
present (actual) with the pre-determined standards or objectives of the clinic. 
- Performance management is necessary in order to detect any deficiencies 
the in skills and knowledge of the staff members.  It is to form part of staff 
development, the person is to be given the opportunity to attend the relevant 
learning programmes.   
- Quality management is to be a tool used to ensure that the correct job is done 
by the correct person, and will enhance the optimal functioning of the clinic 
and ultimately the care and management of the diabetic patient. 
- Good time management is another very important asset in the health care 
setting and is to be executed in all clinics.  All health care settings strive for 
excellence in service delivery.   
- To promote good quality in the rendering of services, it is suggested to opt for 
the pro-active way.  Quality management programmes that are correctly 
implemented by the supervisors, will ensure that the clinics will function more 
cost-effectively, efficiently and safely. 
- In order to render an effective and efficient health care service, quality 
management processes are to be implemented for: 
- the clinic as an entity; 
- the registered nurse; 
- the LHW; 
- the efficiency of the functioning of the Clinic Committee; and 
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- the health behaviour changes in the diabetic patients. 
 
The following are examples of elements to be included in an instrument to monitor 
the service delivery in the clinics. 
 
MONITORING THE SERVICE DELIVERY IN THE CLINICS 
The correct completion of records 
• Patient register of chronic conditions and treatment record  
• Patient record card (Health Passport for Adults – See Annexure P) 
• Home-based care records. 
 
Equipment and special facilities available in clinic 
• Working sphygmomanometer with range of cuffs, and stethoscope. 
• Urine test strips for glucose, protein and ketones. 
• Blood glucose testing equipment. 
• Snellen Chart 
• Clinics should have easy access for the aged, those in wheelchairs and those 
with arthritis. 
 
Medicines and supplies, such as blood glucose test strips, available in clinic 
• Arrangements are made by the clinic to minimise patient travel by prescribing 
supplies and medicines to last 1-3 months. 
 
Competence of staff members working in the clinic 
• Every clinic has a staff member who has skills to prevent, diagnose and 
manage chronic conditions including geriatrics, nutrition, genetics, mental 
health and reproductive health. 
• Patients are able to see the same nurse for repeat visits and a system of recall 
on cards or calendars is used to ensure continuity of care. 
• Staff members are able to provide counselling and motivation on disease 
acceptance, also to be able to manage the continuity of care and compliance. 
• Staff members are able to establish in patients a feeling of always being 
welcome, even though they keep coming frequently over the years. 
• All staff members should show respect and concern for the elderly and the 
disabled. 
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• Staff members have the skills and attitude to protect and promote the rights of 
patients with regard to a full knowledge of the health status, participation in 
decisions, access to own health records and becoming a partner in own health 
care. 
 
Collaboration of staff members with other services 
• Staff members are to collaborate with other departments and sectors whose 
activities have a bearing on chronic diseases. 
• Staff members facilitate the initiation of special or support groups for people 
with chronic diseases. 
• Clinic staff members to approach the catchment area population through 
Clinic Committees, NGOs, CBOs, youth groups and the church to reduce 
common risk factors of DM present in the community. 
 
Community-based services 
• Staff members are to work with any district NGO and CBO dealing with chronic 
conditions. 
• After analysis of the chronic disease, attempts are to be made to provide 
education in the community on modifiable risk factors, healthy food plans, less 
salt (iodised), weight control, sport and exercise, substance abuse, especially 
alcohol, smoking (tobacco, smoking indoors), Ultra violet protection for albino 
persons, early recognition of symptoms and periodic check-ups. 
• Ensure that educational activities are culturally and linguistically appropriate by 
doing an assessment beforehand. 
 
Referral services 
• All patients are referred to the next level of care when their diagnosis and 
needs fall beyond the scope of competence, as recommended by the 
protocols. (See Annexure O). 
• Staff members must know where to phone the nearest hospital/doctor for 
advice. 
• Detailed information is kept on the frequency of follow-up visits 1 - 3 monthly 
and yearly for detailed examination by doctor on patient register for chronic 
conditions, kept updated by the registered nurse. 
• Patients suspected of suffering from DM are referred to medical practitioner or 
hospital for correct diagnosis. 
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Patient education 
• After diagnosis, patients and caregivers are supported and their capacity 
developed regarding self-care, self-monitoring, compliance, prevention of 
complications and management of the disease by presenting educational talks 
on regular intervals. 
• The cultural and economic realities of the patient and the community should 
always be taken into consideration when health talks are being presented. 
 
Patient satisfaction pertaining to service delivery 
Assess patient satisfaction and quality of care 6-monthly by using a short 
questionnaire.   
 
 
RESPONSIBLE PERSON(S) OR INSTITUTES 
Co-ordinator of chronic diseases of the provincial DOH 
Managers at the district level of DOH 
Clinic supervisor 
Registered nurses in charge of clinics 
 
In Table 8.1, a summary of the proposed guidelines, outcomes and the responsible 
person(s) or institutes are shown. 
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TABLE 8.1 SUMMARY OF PROPOSED GUIDELINES, OUTCOMES AND 
RESPONSIBLE PERSON(S) OR INSTITUTES 
 
 
GUIDELINE 
 
OUTCOME 
 
RESPONSIBLE PERSON(S) 
OR INSTITUTES 
 
Establish effective systems of 
communication between 
stakeholders involved in the 
service delivery of the clinic. 
 
 
 
 
Effective systems of 
communication between the 
different stakeholders will 
improve the level of service 
delivery of the clinic. 
 
 
-  Policy makers at provincial      
DOH, specifically the Co-
ordinator – chronic diseases 
-  Managers at the district level 
of DOH 
-  Co-ordinator – chronic 
diseases on district level 
-  Clinic supervisor 
-  Registered nurses in charge of 
clinics 
- LHWs 
-  Members of Clinic Committee 
 
Establish protocols to clarify the 
roles and responsibilities of the 
different stakeholders on clinic 
level. 
 
 
 
 
 
 
 
 
 
 
Clarification of the roles and 
responsibilities of the different 
stakeholders on clinic level will 
enhance service delivery. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
- Policy makers at the provincial 
level of the DOH 
-  Managers at district level of 
the DOH 
- Clinic supervisor 
- Registered nurses in charge of 
clinics 
- Co-ordinator for the 
management of the LHWs 
-  LHWs 
-  Members of the Clinic 
Committee 
-  NGO’s, responsible for 
employment of LHWs 
-  Retired, registered nurses 
 
Implement educational 
programmes pertaining to DM 
and the management thereof for 
the registered nurses working at 
the clinics 
. 
 
Education of the registered 
nurses in this health care setting 
on DM and the management 
thereof will enhance the service 
delivery to diabetic patients in 
the research region.   
 
 
-  Policy makers at provincial 
DOH 
-  Managers at the district level 
of DOH 
-  Clinic supervisor 
-  Registered nurses in charge of 
clinics 
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GUIDELINE 
 
OUTCOME 
 
RESPONSIBLE PERSON(S) 
OR INSTITUTES 
 
Implement educational 
programmes pertaining to DM 
and the management thereof for 
the LHWs working in the clinics 
and in the community 
 
Education of the LHWs in the 
clinics and within the community 
on the basic knowledge of DM 
and the management thereof will 
improve the management of 
diabetic patients within the 
research region.     
 
 
-  Policy makers at provincial 
DOH 
-  Managers at the district level 
of DOH 
-  Co-ordinator of chronic 
diseases on provincial level 
-  Co-ordinator of chronic 
diseases on district level 
-  Co-ordinator in charge of 
LHWs  
-  Clinic supervisor 
-  Registered nurses in charge of 
clinics 
 
Implement educational 
programmes pertaining to DM 
and the management thereof for 
the Clinic Committee members 
in the community 
 
Education of the members of the 
Clinic Committee on the basic 
knowledge of DM and the 
management thereof will 
improve the co-operation with 
other stakeholders responsible 
for service delivery to the 
diabetic patients. 
 
-  Managers at the district level 
of DOH 
-  Clinic supervisor 
-  Registered nurses in charge of 
clinics 
-  Members of Clinic Committee 
 
 
Implement educational 
programmes pertaining to DM 
and the management thereof for 
the diabetic patients visiting the 
clinics in the research region. 
 
 
Education as well as the 
empowerment of the visiting 
diabetic patients on the basic 
knowledge of DM and the 
management thereof will 
promote self management of 
their disease. 
 
-  Clinic supervisor 
-  Registered nurses in charge of 
clinics 
-  LHWs, after training has taken 
place 
 
 
Establish quality management 
processes regarding DM 
management for all stakeholders 
at clinic level. 
 
 
Quality management of the 
health care services at clinic 
level will optimise the service 
delivery to the patients with DM. 
 
 
-  Co-ordinator of chronic 
diseases of the provincial DOH 
-  Managers at the district level 
of DOH 
-  Clinic supervisor 
-  Registered nurses in charge of 
clinics 
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8.4 SUMMARY OF CHAPTER 
 
This chapter dealt with the devising of the COEQ approach to explain the developed 
proposed guidelines.  The relevant, proposed guidelines were described under each 
of the four themes identified from the conclusions that were reached in chapter 7.  
The next and last chapter will give a final conclusion of the study.  It will also deal 
with the limitations in this study as well as the recommendations for the future.   
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CHAPTER 9 
 
LIMITATIONS AND RECOMMENDATIONS 
 
9.1 INTRODUCTION 
 
The previous chapter dealt with the designing of a set of proposed guidelines for the 
management of patients with Diabetes Mellitus at health care clinics in the Cacadu 
region of the Eastern Cape.  The proposed guidelines are to be utilised by registered 
nurses, LHWs and other relevant stakeholders rendering services to the communities 
within the research region.     
 
The proposed guidelines will be handed to the manager: chronic/non-communicable 
diseases in both the Kouga and Koukamma municipalities, employed by the 
Department of Health.  She will forward it to the specific section heads on district 
level as well as the relevant personnel of the provincial DOH.  It is hoped that these 
proposed guidelines will guide and assist with inter alia, planned training sessions to 
all the relevant groups which it was aimed for. 
 
A final conclusion of the study will be given to indicate how all the set objectives were 
achieved in this study.  The remainder of this chapter will take cognisance of the 
limitations experienced as well as recommendations pertaining to nursing practice, 
nursing education and nursing research of this study. 
 
9.2 FINAL CONCLUSION OF STUDY 
 
The researcher succeeded in achieving the overall goal of this study, which was to 
explore and describe the management of patients with DM at health care clinics in 
the Cacadu region of the Eastern Cape Province of SA in order to develop proposed 
guidelines for the management of these patients.  The objectives following were also 
achieved. 
 
The research study was conducted in two phases.  In phase 1 of the research study, 
the results were obtained by using two different research designs; therefore, phase 1 
of the study was also divided into two parts.   
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In part 1 of phase 1, the qualitative research design was used to explore and 
describe:  
- the organisational structure of health care clinics to determine the current         
 management of patients with DM. 
 
Furthermore, in phase 1, part 2 the quantitative research design was used to explore 
and describe: 
-  the knowledge of registered nurses and LHWs regarding the management of 
 patients with DM; 
- the role and function of the registered nurse and the LHW regarding the 
management of patients with DM;  
- the knowledge of diabetic patients, or their care givers in case of a minor, 
regarding Diabetes Mellitus; 
- the utilisation of existent health care resources by diabetic patients.   
 
During the above-mentioned, the context in which the study was conducted stayed 
the same and was comprehensively described in chapter one and chapter four.  
 
Pertaining to the data collection and - methods used in phase 1: 
Part 1 
Semi-structured interviews was conducted by the researcher with registered nurses, 
LHWs, chairpersons of Clinic Committees and the co-ordinator – HIV/AIDS, HBC, 
AVR in the selected communities 
 
Part 2 
A survey was conducted by means of structured, self-administered questionnaires to 
be completed by the registered nurses, the LHWs and the diabetic patients within the 
specific part of the Cacadu region of the Eastern Cape  
 
During the data collection, reliable and well-prepared fieldworkers and a research 
assistant assisted the researcher.  The researcher ensured accurate data collection 
by personally overseeing the process. 
 
Data analysis in part 1 was the interpretation and categorisation of data, which 
resulted in identifying main themes and sub-themes.  The data analysis process in 
part 2 gave rise to descriptive statistics and correlations.  Graphs, diagrams and 
tables were used to show tendencies. 
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The activities of management, as a process in an organisation, were utilised to 
scientifically group the results obtained.  Management, in the health care unit, is the 
achievement of the objectives of the health care unit (in this case, the health care 
clinic) by means of the utilisation of the management activities of planning, 
organising, directing (leading) and control (monitoring).  These activities of 
management were applied within the context of the mission, philosophy and policy of 
the health care service relevant to the diabetic patient.   
 
The following were concluded from findings in part 1 and part 2 of phase 1 of the 
study: 
- The national DOH has an overall structure and programme for the 
management of chronic diseases in place on national level, but the deficit is 
on provincial, district and clinic level.  However, National guidelines for the 
management of DM are available, but no evidence found on the complete 
utilisation thereof on clinic level 
 
- There is a lack of and under-utilisation of available resources as well as lack 
 of order in the structuring of functions and/or responsibilities of stakeholders. 
 
- The process of guiding the activities of the members of the organisation in 
 appropriate directions is not sufficient and there is a deficit in the level of 
 knowledge pertaining to DM and the management thereof in all concerned. 
 
- There was no visible evidence obtained of auditing, evaluation or monitoring 
 (quality management) of the diabetic patients’ behaviour and knowledge level 
 pertaining to their disease.  In addition, no evidence could be obtained on 
 auditing of the performance of registered nurses, LHWs, Clinic Committee 
 members, as well as overall quality of service delivery at the clinic. 
 
The objective stated for phase 2 of the study; 
-  the development of proposed guidelines for the management of patients with 
Diabetes Mellitus at health care clinics in the Cacadu region of the Eastern 
Cape Province, was achieved in the following manner. 
 
It became clear from the conclusions drawn, that guidelines needed to be formulated 
to enhance the optimal management of DM in this region.  Guidelines, which are 
systematically developed statements based on the best available evidence designed 
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to assist practitioners (nurses) with decisions about appropriate health care practices 
for specific clinical circumstances, were then designed.  It was decided by the 
researcher to develop proposed guidelines, as these guidelines will not be 
disseminated or implemented as part of this study. 
   
The proposed guidelines were designed based on the major findings and conclusions 
of the research study and an extensive literature review undertaken by the 
researcher on health related literature.  These proposed guidelines were refined 
based on further, related literature as well as input from consultations with study 
promoters and nurse experts, such as the manager: non-communicable diseases in 
this clinical setting.  It was decided to identify the challenges or difficulties causing 
the health service to be neglected on clinic level.  The challenges were identified 
because they occurred frequently and were crucial in optimising the efficiency of the 
health service delivery at the clinic.  It was decided to group the challenges together 
in encompassing themes.  Four themes were identified; namely: Communication, 
Organisational structuring, Education and Quality management.  From this the COEQ 
approach arose.   Proposed guidelines were described, under each of the identified 
themes, using the following headings: an outcome, rationale, actions and responsible 
persons or institutes.   
 
It is important to mention that this study had been guided by Dever’s epidemiological 
perspective and that the researcher attempted to base the theoretical grounding of 
this research on this perspective.  Dever’s epidemiological model/perspective 
provides an approach to conceptualisation of the interplay of factors involved in the 
development of a particular condition.   
 
9.3 LIMITATIONS IN THIS STUDY 
 
The following were deemed as limitations in this research study: 
- All three the questionnaires seemed to be too long, especially those for the 
LHWs and the diabetic patients.  That gave rise to incomplete and inaccurate 
responses, because the time period for collection was short.  During the pilot 
study, the length of the questionnaires did not seem to be a problem, because 
the number of participants was small. 
- Some questions in the questionnaires were not specific enough and certain 
question items did not have all the different options, e.g. marital status should 
have had an option for traditional marriage. 
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- The study was contextual, as participants who were involved, all resided in 
one region of the Department of Health in the Eastern Cape and were 
therefore utilising the public health care clinics, which were managed by the 
same team of health professionals.  The findings of the study are therefore 
valid for the context in which the study was conducted and cannot be further 
generalised. 
- The coloured race group largely represented the participants in this study.  
This could have an influence on alternative/ traditional treatment used by 
diabetic patients as the black population was not well represented in this 
geographical area. 
 
9.4 RECOMMENDATIONS 
 
Recommendations, on completion of this research study, will be described under the 
following headings: nursing practice, nursing education and nursing research. 
 
9.4.1 Nursing practice: 
 
The recommendations for nursing practice are as follows: 
- The findings of this study as well as the proposed guidelines should be made 
available to the policy makers in the provincial DOH, managers of the 
programmes for chronic diseases and registered nurses in the employ of the 
Kouga and Koukamma LSA’s (Local Service Areas) of the Cacadu region of 
the Department of Health of the Eastern Cape. 
- Items related specifically to the knowledge deficit regarding DM and the 
management thereof of the registered nurses should be included in the in-
service training programmes of the Department of Health in this region. 
- Staff working in the primary health care clinics should be afforded the 
opportunity to attend learning programmes as well as workshops on the 
current trends in DM management.   
- Staff working in the public health care clinics should be able to give feedback 
as well as raise queries concerning the management of diabetic patients in 
their care on a regular basis.  Assistance with the above-mentioned should be 
given to these staff members by supervisors. 
- The national and provincial DOH to consider to employ or to empower one of 
own staff members per region to become a diabetes nurse educator (refer to 
3.2.2, in chapter 3). 
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- The proposed guidelines developed in this study could be negotiated with 
other health care settings dealing with diabetic patients, in the public or 
private sector. 
- The policy makers in the DOH should use consistent terminology and supply 
a definition when specific terminology is used to prevent misunderstanding 
and confusion.  The researcher experienced confusion with the term ”lay 
health workers” as opposed to “community health workers” as well as “home 
base carers” and also “lay health care workers”. 
 
9.4.2 Nursing education: 
 
The recommendations for nursing education are as follows: 
- The importance of DM management should be emphasised during basic and 
post-basic nursing programmes at higher educational institutions. 
- Workshops and short learning programmes on the management of DM 
should be developed and presented as an ongoing process of education.  
Nurses from all the different categories should be allowed to attend these 
workshops and short courses. 
- Nurses should be educated on different cultural aspects and beliefs regarding 
diet and lifestyle management as to ensure relevant and accurate patient 
education. 
 
9.4.3 Nursing research: 
 
The recommendations for nursing research are as follows: 
- A similar study may be conducted where DM management is evaluated in the 
out-patient clinics in public, urban hospitals; 
- A similar study may be conducted where participating diabetic patients only 
utilise the services of private health care providers; 
- A similar study to be done where the participating patients belong to the black 
race group, with specific references to the role of the traditional health 
practitioner. 
- A study to be conducted where these proposed guidelines are being 
implemented and evaluated. 
- A follow-up study can be conducted to assess if the implementation of the 
proposed guidelines for the management of patients with DM at the health 
care clinics in this region as well as the education session, developed in this 
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study, lead to an improvement in the management of DM and the patient 
education in these clinics.  In addition, at a later stage, a follow-up study may 
be done to investigate if an improved program for DM management inclusive 
of a patient education program leads to an improvement of the management 
of DM by the patients themselves. 
 
9.5 SUMMARY OF CHAPTER 
 
This chapter consisted of a final conclusion of the study as well as the limitations 
experienced during the study.  Furthermore, some recommendations were made 
pertaining to nursing practice, nursing education as well as nursing research. 
 
This study is unique to the specific context in the Cacadu region of the Eastern Cape.  
Several similar studies were conducted over the past 5 to 8 years in other areas of 
South Africa, but the challenge of poor management of patients with DM is still 
evident.  According to Bradshaw, Norman, Pieterse, Levitt & the South African 
Comparative Risk Assessment Collaboration Group (2007:700-706), 5,5% of South 
Africans, aged 30 years and older had diabetes.  It was further estimated that 
diabetes have caused 4,3% of all deaths in SA.  Diabetes is an important direct and 
indirect cause of the health burden in SA.  Primary prevention of the disease through 
multi-level interventions and improved management at primary health care level are 
needed.  The situation did not change from the time of commencement of this study 
until completion of this study.  Therefore, the challenge of optimising the service 
delivery to diabetic patients at health care clinics should be seen as a matter of 
urgency by the stakeholders. 
 
It is envisaged that this study as well as the proposed guidelines, which were 
developed, will be implemented and utilised successfully in this region. 
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- conduct research 
- use ADKnowl questionnaire 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
       Ms HM De Mendonça 
       PO Box 432 
       JEFFREYS BAY 
       6330 
       Tel/Fax: 042 296 0737 
       Cell: 082 362 4341 
       E-mail: 
donavand@mweb.co.za 
    
    25 October 2004 
 
 
Ms X Sandi        
Acting Nursing Service Manager    
PO Box 318 
PORT ELIZABETH         
  
6000       
 
 
Dear Madam 
 
 
PERMISSION TO CONDUCT RESEARCH 
 
I am currently registered at the Nelson Mandela Metropolitan University in 
Port Elizabeth as a D.Cur student. My research project is entitled “Guidelines 
for the management of patients with Diabetes Mellitus at health care clinics in 
the Cacadu region of the Eastern Cape province of South Africa”.  My 
promoter is Prof RM van Rooyen (Department of Nursing Science) and the 
co-promoters are Dr H. Uys (Department of Nursing Science) and Dr S Roux 
(Department of Biochemistry), all are from the above-mentioned university. 
 
The research will be conducted in the Cacadu region (Kouga and Koukamma 
LSA) in all clinics where services are rendered to diabetic patients.  Data will 
be gathered by using questionnaires for patients and staff members. 
  
Regarding the questionnaires, there will be three groups of people involved: 
- 75 to 80 diabetic patients, who will be assisted by fieldworkers to 
complete the questionnaires; 
- lay health workers working in the said clinics to complete the 
questionnaires; 
- registered nurses rendering service in these clinics to complete 
questionnaires.  Questionnaires will take approximately 10 to 20 minutes 
to complete.   
 
The above-mentioned is planned to take place during June and July 2005.  
After permission to conduct research is obtained, the researcher will contact 
the relevant supervisors to finalise the exact dates for completion of 
questionnaires and interviews. 
 
 
 
 
 
The main objectives of this project are: 
- to explore and describe the knowledge of the diabetic patients regarding 
Diabetes Mellitus; 
- to explore and describe the knowledge of the health care givers regarding 
diabetes management; 
- to explore and describe the role of the health care giver in the life of a 
diabetic patient;  
- to describe the organisational structure of health care clinics to determine 
the current management of patients with Diabetes Mellitus; and 
- to develop guidelines for the management of patients with Diabetes 
Mellitus at health care clinics in the Cacadu region of the Eastern Cape 
province of South Africa. 
 
The researcher will attempt to adhere to all ethical principles of research. 
Informed consent will be obtained from all participants. Participants will also 
be informed about the purpose of the research. Participation is voluntary and 
they may withdraw at any point. 
 
A copy of the research proposal and participant consent form is available.  
Should you have any queries, please contact my promoter, Prof RM van 
Rooyen during office hours at (041) 504 2122 
 
I hope that the request will receive your favourable consideration. 
 
Yours sincerely 
 
 
 
 
Hettie De Mendonça 
Registered Nurse  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Ms HM De Mendonça 
       PO Box 432 
       JEFFREYS BAY 
       6330 
       Tel/Fax: 042 296 0737 
      Cell: 082 362 4341 
       E-mail: 
donavand@mweb.co.za 
    
       25 October 2004 
 
 
 
Mr James Foreman 
Manager – Health Services 
PO Box 21 
JEFFREYS BAY 
6331 
 
 
Dear Sir 
 
 
PERMISSION TO CONDUCT RESEARCH 
 
 
I am currently registered at the Nelson Mandela Metropolitan University in 
Port Elizabeth as a D.Cur student. My research project is entitled “Guidelines 
for the management of patients with Diabetes Mellitus at health care clinics in 
the Cacadu region of the Eastern Cape province of South Africa”.  My 
promoter is Prof RM van Rooyen (Department of Nursing Science) and the 
co-promoters are Dr H. Uys (Department of Nursing Science) and Dr S Roux 
(Department of Biochemistry), all are from the above-mentioned university. 
 
The research will be conducted in the Cacadu region (Kouga and Koukamma 
LSA) in all clinics where services are rendered to diabetic patients.  Data will 
be gathered by using questionnaires for patients and staff members. 
  
Regarding the questionnaires, there will be three groups of people involved: 
- 75 to 80 diabetic patients, who will be assisted by fieldworkers to 
complete the questionnaires; 
-l Lay health workers working in the said clinics to complete the 
questionnaires; 
- registered nurses rendering service in these clinics to complete 
questionnaires.  Questionnaires will take approximately 10 to 20 minutes 
to complete.   
 
The above-mentioned is planned to take place during June and July 2005.  
After permission to conduct research is obtained, the researcher will contact 
the relevant supervisors to finalise the exact dates for completion of 
questionnaires and interviews. 
 
 
 
 
 
 
The main objectives of this project are: 
- to explore and describe the knowledge of the diabetic patients regarding 
Diabetes Mellitus; 
- to explore and describe the knowledge of the health care givers regarding 
diabetes management; 
- to explore and describe the role of the health care giver in the life of a 
diabetic patient;  
- to describe the organisational structure of health care clinics to determine 
the current management for patients with Diabetes Mellitus; and 
- to develop guidelines for the management of patients with Diabetes 
Mellitus at health care clinics in the Cacadu region of the Eastern Cape 
province of South Africa. 
 
The researcher will attempt to adhere to all ethical principles of research. 
Informed consent will be obtained from all participants. Participants will also 
be informed about the purpose of the research. Participation is voluntary and 
they may withdraw at any point. 
 
A copy of the research proposal and participant consent form is available.  
Should you have any queries, please contact my promoter, Prof RM van 
Rooyen during office hours at (041) 504 2122 
 
I hope that the request will receive your favourable consideration. 
 
Yours sincerely 
 
 
 
 
Hettie De Mendonça 
Registered Nurse  
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APPROVAL OF RESEARCH PROPOSAL 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ANNEXURE C 
 
 
 
 
 
 
PARTICIPANT CONSENT FORM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
GUIDELINES FOR THE MANAGEMENT OF PATIENTS WITH DIABETES 
MELLITUS AT HEALTH CARE CLINICS IN THE CACADU REGION OF 
THE EASTERN CAPE PROVINCE OF SOUTH AFRICA 
 
Consent form 
 
Researcher: Ms HM De Mendonça 
Department of Nursing Science 
Nelson Mandela Metropolitan University in Port Elizabeth 
6000 
 
Tel: (041) 504 2963 
 
 
DECLARATION BY PARTICIPANT: 
 
I, THE UNDERSIGNED,…………………………………………………….(name) 
[ID No.:…………………………………..] the participant 
 
A. HEREBY CONFIRM AS FOLLOWS: 
I was invited to participate in the above-mentioned research project, which is being 
undertaken by Ms HM De Mendonça of the Department of Nursing Science in the 
Faculty of Health Science at the Nelson Mandela Metropolitan University, Port 
Elizabeth. 
 
Initial 
 
The following aspects have been explained to me: 
 
Objectives:  
-To explore and describe the organisational structure of health care clinics to  
determine the current management of patients with Diabetes Mellitus; 
- To explore and describe the role and function of the registered nurse and the lay  
health worker regarding the management of patients with DM;  
-To explore and describe the knowledge of registered nurses and lay health workers 
regarding the management of patients with DM; 
-To explore and describe the knowledge of diabetic patients, or their care givers in 
case of a minor, regarding Diabetes Mellitus;  
-To explore and describe the utilisation of existent health care resources by diabetic 
patients; and 
 
 
Initial 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
-To develop guidelines for the management of patients with DM at health care 
clinics in the Cacadu region of the Eastern Cape province.               
Initial 
 
Possible risks: 
I will not be exposed to any form of risk or harm.   
 
Initial 
 
Possible benefits: 
Because of my participation in this study, health care givers will be able to render an 
improved service in the management of the diabetic patient. 
 
Initial 
 
Confidentiality; 
My identity will not be revealed in any discussion, description or scientific 
publications by the researchers/ investigators. 
 
Initial 
 
Voluntary participation: 
My participation is voluntary. My decision whether or not to participate will in no way 
effect my present or future medical care, employment or working relationship with 
the researcher. 
 
Initial 
 
No pressure was exerted on me to consent to participation and I understand that I 
may withdraw at any stage without penalisation. 
 
Initial 
 
Participation in this study will not result in any additional cost to me. 
 
 
Initial 
 
I understand that a copy of the results and educational framework will be made 
available to our health care setting.             
 
Initial 
 
B.   I  HEREBY CONSENT VOLUNTARILY TO PARTICIPATE IN THE ABOVE-         
         MENTIONED PROJECT: 
 
Signed / confirmed at ………………………….on ………………………200.. 
                                        (place)                              (date) 
 
………………………………..                                   …………………………….. 
Signature of participant                                             Signature of witness 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ANNEXURE D 
 
 
 
 
 
 
SEMI-STRUCTURED INTERVIEW SCHEDULE 
 
REGISTERED NURSES 
 
 
 
 
 
 
 
 
 
 
 
         
 
 
 
 
 
SEMI-STRUCTURED INTERVIEW SCHEDULE TO THE REGISTERED NURSE 
 
All information will be kept confidential 
 
1. Name of clinic:   __________________________________  
   
2. Who are the role players in the overall functional planning of this clinic? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
3. Describe the functions of each of these role players? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
4. Give your overall opinion as to the functioning of these role players? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
5. Give an outline of the organisational structure within the clinic? 
(Do you have an organogram in this clinic?  Explain it please.) 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
 
 
 
6. Describe the functions of each of the health care practitioners (HCP) in the 
clinic? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
7. To what extent do these HCP’s participate in the management of patients with 
Diabetes Mellitus? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
8. What are the vision and mission of the clinic?  Are the afore-mentioned 
related to the diabetic patient? 
Vision: ________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
 
 
Mission: ______________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
 
 
 
 
9. What are the objectives of the clinic?  
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
10. Do you have specific objectives for the management of the diabetic patient? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
11. What are your functions (duties, tasks and responsibilities) in the clinic? (Job 
description) 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
12. What are your functions (duties, tasks and responsibilities) related to the 
diabetic patient? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
 
 
 
 
 
 
 
13. How do you collaborate with the clinic committee? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
14. Do you experience a shortage in the following resources? 
- Human ?  _____________________________________________________ 
- Material ? _____________________________________________________ 
- Educational ?___________________________________________________ 
 
Any other information that you want to share? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
15. Tell me about the patient education pertaining to DM? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
16. How is your functioning in this clinic been evaluated? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
 
 
 
 
17. How is the service in this clinic been evaluated? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
Thank you very much for your co-operation. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ANNEXURE E 
 
 
 
 
 
SEMI-STRUCTURED INTERVIEW SCHEDULE 
 
LAY HEALTH WORKERS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SEMI-STRUCTURED INTERVIEW SCHEDULE TO THE LAY HEALTH 
WORKER 
 
All information will be kept confidential 
 
1. Name of clinic:   ________________________________________________
     
2. Who are the role players in the overall functional planning of this clinic? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
3. Where do you fit into the hierarchy of the functioning of this clinic? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
4. What are your functions (duties, tasks and responsibilities)? (Job description) 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
5. What are your functions (duties, tasks and responsibilities) related to the 
diabetic patient? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
 
 
 
6. Give your overall opinion as to the functioning of the role players in this clinic? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
7. To what extend do the other role players participate in the management of 
patients with DM? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
8. How do you collaborate with the clinic committee? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
9. Are you aware of any official documentation regarding your recruitment, 
training and functions that you are suppose to render to the community? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
 
 
 
 
 
 
10. Do you experience a shortage in the following resources, when doing your 
work? 
- Human?  ____________________________________________________ 
- Material? ____________________________________________________ 
- Educational? _________________________________________________ 
 
Any other information that you want to share? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
 
11. Tell me how you would educate a diabetic patient pertaining to DM 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
  
12. How is your functioning in this clinic/community been evaluated? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
13. Who is supporting you and giving you advice, when needed? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
 
 
 
 
 
14. Are you satisfied with the NGO that employed you?  If not, why? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
15. Are you satisfied with the training you received?  If not, what changes could 
be made? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
16. Are you able to execute all the functions you are supposed to perform?  If not, 
why? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
 
Thank you very much for your co-operation  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ANNEXURE F 
 
 
 
 
 
SEMI-STRUCTURED INTERVIEW SCHEDULE 
 
MEMBERS OF THE CLINIC COMMITTEES 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SEMI-STRUCTURED INTERVIEW SCHEDULE TO A MEMBER OF THE 
CLINIC COMMITTEE 
 
All information will be kept confidential 
 
1. Name of clinic:   _______________________________________________
     
2. Who are the members of this committee? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
  
3. Describe the functions of this committee. 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
4. Where do you fit into the hierarchy of the functioning of this committee? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
5. Do you know what the official documentation regarding the establishment of 
this committee entails? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
 
 
 
6. What are the objectives of this committee? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
7. Did you receive any training to perform the duties allocated to you as part of 
this committee? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
8. How are LHW’s recruited for the clinic? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
9. Who evaluates the functioning of the LHW and how is this done? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
10. Give your overall opinion as to the functioning of the LHW’s in the 
clinic/community? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
11. How do you establish the health needs in the community? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
 
 
 
12. Do you have any knowledge regarding DM and the incidence thereof? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
13. How does the committee collaborate with the registered nurse in charge of 
the clinic? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
14. How does this committee collaborate with NGO’ and CBO’s? 
NGO’s ________________________________________________________ 
 ______________________________________________________________ 
 CBO’s ________________________________________________________ 
 ______________________________________________________________ 
 
15. Do you have any working relationship with the co-ordinator – HIV/AIDS, HBC, 
AVR? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
Thank you very much for your co-operation 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ANNEXURE G 
 
 
 
 
 
 
SEMI-STRUCTURED INTERVIEW SCHEDULE 
 
CO-ORDINATOR – HIV/AIDS, HBC, AVR 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SEMI-STRUCTURED INTERVIEW SCHEDULE TO THE CO-ORDINATOR –  
HIV/AIDS, HBC, AVR 
 
All information will be kept confidential 
 
1. What does your functions (duties, tasks and responsibilities) entail? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
2. Do you feel that you have enough time to do all the above-mentioned? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
3. What is your role pertaining to the LHW’s? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
4. Any other information that you want to share? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
 
 
 
 
 
 
 
 
5. Do you have any recommendations regarding the role and function as well as 
the management of the LHW by the clinic committee, the clinic and the 
community? 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
 
 
Thank you very much for your information 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ANNEXURE H 
 
 
 
 
 
 
 
 
QUESTIONNAIRE ON DIABETES MELLITUS including the 
ADKnowl QUESTIONNAIRE (Registered Nurses) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
QUESTIONNAIRE ON DIABETES MELLITUS FOR REGISTERED NURSES, 
INCLUDING THE  ADKNOWL QUESTIONAIRE 
 
 
 
All information will be kept confidential 
 
 
 
SECTION  A 
 
Please use a  () in the appropriate space. 
 
 
 
1. Biographical detail      
a. Questionnaire number   1   
      
 
  
b. Gender  Male   1   
   Female   2   
         
c. Home language  English   1   
     Afrikaans   2   
     Xhosa   3   
     Zulu   4   
     
 
Other, specify 
 
 
   
   
d. Race    Black   1   
     Coloured   2   
     Indian   3   
     White   4   
           
e. Age    In years   1   
 
 
 
 
2. 
 
Education and experience 
  
 
  
a. Years practicing as a Registered nurse   1   
         
b. Years experience in clinics where diabetic patients are 
treated 
  1   
      
c. Qualifications     
     General Nursing   1   
     Community Nursing   2   
     Primary Health Care   3   
           
e. Training courses in Diabetes Mellitus      
  ………………………………………………….      
  ………………………………………………….      
3. Knowledge on blood glucose levels     
 For each statement/question, please tick () in the 
appropriate space to indicate whether you believe it to be true 
or false.  If you do not know, please use the “Don’t know” 
option rather than making a guess.  Please complete the 
statements/questions without using textbooks and/or 
discussion with fellow professionals. 
 
 
  
 
 What do you consider as a random normal blood glucose 
level? 
  True False Don’t know 
  (i)   Between 4-6 mmol/l  1    
    (ii)   Between 6-8 mmol/l  2    
   (iii)   Between  8-10 mmol/l  3    
b. What random blood glucose reading will prompt you to 
refer a patient for further investigation pertaining to 
Diabetes Mellitus?   
   
     (i)   Between 6-8 mmol/l  1    
     (ii)   Between 8-10 mmol/l  2    
    (iii)   Between 10-12 mmol/l  3    
 
 
 
4. Education of lay health care workers (LHCW’s) 
 
 
 
  
a. How many of the LHCW’s working in your clinic, 
completed the official course of the Department of Health 
for care workers? 
1    
      
5. Functions of LHCW’s     
a. Please describe the functions of the LHCW’s in your clinic, 
as described by the Department of Health 
    
 ……………………………………………………………………
……………………………………………………………………
……………………………………………………………………
…………………………………………………………………… 
    
      
b. Please state the functions that you feel the LHCW’s should 
be doing in your clinic. 
    
 ……………………………………………………………………
……………………………………………………………………
……………………………………………………………………
…………………………………………………………………… 
    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SECTION  B 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ANNEXURE I 
 
 
 
 
 
 
QUESTIONNAIRE  - Lay Health Workers 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
QUESTIONNAIRE ON DIABETES MELLITUS FOR LAY HEALTH WORKERS 
 
 
All information will be kept confidential 
 
 
A.     BIOGRAPHICAL DETAIL 
 
 
Please use a tick () in the appropriate space 
 
1. Questionnaire number   1   
      
 
  
2. Gender  Male   1   
   Female   2   
         
3. Home language  English   1   
     Afrikaans   2   
     Xhosa   3   
     Zulu   4   
     Other (specify) 
    
 
4. Race     Black   1   
      Coloured   2   
      Indian   3   
      White   4   
           
5. Age    In years   1   
           
6. Educational level  Primary school   1   
    Std 6-8  or  Grade 8-10  2 
  
    Std 9-10  or  Grade 11-12  3   
   Post matric qualification  4   
 
 
 
 
 
7. How long have you practiced as a lay health worker?    
    Years   1   
    Months   2   
         
8. How long have you been involved in clinics where diabetic 
patients are being treated?   
  
    Years   1   
    Months   2   
         
9. What training courses did you attend in order to care for patients 
with Diabetes Mellitus?  
  
  
 
………………………………………………………………… 
 
 
  
  
………………………………………………………………… 
    
  
………………………………………………………………… 
    
  
 
  
 
  
B. YOU AND YOUR PATIENTS      
10. How many patients do you see per day?      
   a) Less than 20  1   
   b) Between 21 and 30  2   
   c) Between 31 and 40  3   
   d) Between 41 and 50  4   
   e) Between 51 and 60  5   
   f) More than 60  6   
        
11. What are the most common health problems patients 
complained to you about? 
    
  
………………………………………………………………… 
 
 
  
 …………………………………………………………………     
 …………………………………………………………………     
 
 
 
12. How many of the patients you see per day are diabetics?    
   a) Do not know  1   
   b) Less than 5  2   
   c) Between 6 and 10  3   
   d) Between 11 and 15  4   
   e) Between 16 and 20  5   
   f) Between 21 and 25  6   
   g)  More than 25   7   
         
13 a Do you have enough time for patient education?     
   No   1   
   Yes   2   
         
13 b How long do you spend with each patient?     
 …………………………………………………………………     
         
14. Which of the following topics do you consider important to 
inform the diabetic patient about? 
   
  a) The disease itself  1   
  b) Treatment  2   
  c) Diet  3   
  d)  Exercise  4   
  e) Foot care  5   
  f)  Complications  6   
  g) Testing of blood sugar  7   
  h)  Use of alcohol  8   
  
 
i)   Other, please specify 
……………………………………………… 
   
   
  
    
 
 
 
15. How would you rate your knowledge regarding Diabetes 
Mellitus? 
 
 
  Poor 1   
  Below average 2   
  Average 3   
  Good 4   
  Excellent 5   
      
16. Do you feel following a healthy diet is important in the treatment 
of Diabetes Mellitus?    
  Yes 1   
  No 2   
  
 
 
   
17. What is a healthy diet?     
 ………………………………………………………………………..    
 ………………………………………………………………………..    
 ………………………………………………………………………..    
      
18. Do you consider exercise as an important requirement in the 
treatment of Diabetes Mellitus? 
   
  Yes 1   
  No 2   
      
19 What are the causes of Diabetes Mellitus?    
 …………………………………………………………………………    
 …………………………………………………………………………    
 …………………………………………………………………………    
 
 
 
 
 
 
 
 
C. PLEASE CONSIDER THE FOLLOWING STATEMENTS ABOUT THE DIABETES 
MELLITUS AND GIVE YOUR ANSWER 
Please use a tick () in the appropriate space 
 
 Yes No Don’t know 
20. Diabetes can be controlled with treatment  1    
21. A little sugar in the urine is a good thing  2    
22. Diabetes will go away after a while  3    
23. Worries can affect blood sugar  4    
24. High blood sugar levels can cause poor eyesight  5    
25. A person  can also suffer from mild diabetes  6    
 
 
      
26 a If yes in question 25, give reasons please      
 ………………………………………………………………      
 ………………………………………………………………      
 ………………………………………………………………      
       
    Yes No Don’t know 
27. Tablets for the treatment of diabetes ….      
 a) help lower the amount of sugar in the blood  1    
 b) do not need to be taken every day  2    
 c) can be stopped if there is no sugar in the urine  3    
 d) can sometimes cause tóó low blood sugar  4    
 e) patients can eat and drink anything, if they take 
their tablets regularly 
 
5 
   
       
 
 
 
 
 
 
 
 
 
 
    Yes No Don’t know 
28. If patients on insulin (injections) are ill and do not want 
to eat, it is best to... 
     
 a) contact a doctor/clinic/pharmacist immediately  
1 
   
 b) take less insulin  
2 
   
 c) check their blood sugar  
3 
   
 d) take more insulin  
4 
   
 e) contact a doctor, if they vomit a lot  
5 
   
 
 
 
 
 
 
 
 
   
   
29. Please consider each of the following statements about 
low blood sugar: 
     
 a) There is too much sugar in the blood  
1 
   
 b) Low blood sugar can be caused by an increase 
in exercise 
 
2 
   
 c) Low blood sugar can be caused by alcohol  
3 
   
 d) Low blood sugar can be caused by too much 
insulin 
 
4 
   
 e) Low blood sugar can be caused by eating too 
much 
 
5 
   
      
30. Please consider which of the following symptoms are 
commonly associated with low blood sugar: 
    
 a) Slurred speech 
1 
   
 b) Feeling very thirsty 
2 
   
 c) Feeling full of energy 
3 
   
 d) Dizziness 
4 
   
 e) Confusion 
5 
   
 f) Passing more urine than usual 
6 
   
 g) Sweating 
7 
   
 h) Aggression 
8 
   
 
 
 
 
 
 
 
 
 
 
   Yes No Don’t know 
31. If a patient has a low blood sugar, it is best to...     
 a) have a sweet drink immediately 1    
 b) eat a peanut butter sandwich immediately 2    
 c) treat low blood sugar and rest for 15 minutes 3    
 d) play sport 4    
  
 
    
32. Exercise usually causes...     
 a) lower blood sugar 1    
 b) more sugar in the urine 2    
 c) loss of weight 3    
      
33. Please consider each of the following statements 
about the effects of food on the blood sugar level: 
    
 a) Sweet foods affect the blood sugar 1    
 b) Starchy foods (potatoes, bread etc.) affect the 
blood sugar levels 2 
   
 c) Protein foods (meat, cheese etc.) affect the 
blood sugar levels 3 
   
 d) Fatty foods will affect the blood sugar levels 
more than low fat foods 4 
   
 e) Diabetic patients can eat as much fresh fruit as 
they want 5 
   
 f) Fresh, unsweetened fruit juice can be drunk 
freely by diabetic patients 6 
   
 g) Grapes, bananas and watermelon are good for 
diabetics 7 
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   Yes No Don’t know 
34. Alcoholic drinks (particularly beer, home brewed drinks 
and wines) generally..... 
    
 a) lower blood sugar levels after a while 1    
 b) raise blood sugar levels immediately after 
being taken 2 
   
  
 
 
 
 
    
35. Please consider the following statements about alcohol:     
 a) If drinking 3 or more glasses of beer/ wine/ 
home brewed drinks, extra tablets/ insulin 
could be taken to lower blood sugar 
1 
   
 
   
 b) If drinking 1 glass of wine,  beer or home 
brewed drinks with a meal, no change in 
treatment is necessary 
2    
    
  
 
 
 
 
   
36. Regular examinations at the clinic or at the doctor, are 
recommended to check …… 
    
 a) for nerve damage to their feet 1    
 b) only things the patient having problems with 2    
 c) the eyes of the patient 3    
 d) the cholesterol level of the patient 4    
 e) the blood pressure of the patient 5    
 
   Yes No Don’t know 
37. If someone with diabetes smokes....     
 a) it can cause foot problems which can lead to 
loosing their feet 1 
   
 b) the risk of heart problems are more 2    
 c) the risk of stroke is more 3    
 
 
 
 d) it can be a good way of keeping the weight 
down 4 
   
 e) it can cause lung cancer 5    
 
 
 
     
38. Please consider each of the following statements about 
foot care: 
    
 a) It is best to wear shoes which are a size larger 
than the patient’s own size 1 
   
 b) Soaking the feet of the diabetic patient is good 
for the feet 2 
   
 c) Feet may be injured without the patient feeling 
it 3 
   
 d) Foot injuries can take longer to heal if the 
person has diabetes 4 
   
 e) Check the feet for corns, injuries, infections and blisters 
daily 5 
   
      
39. Types of shoes that a diabetic person can wear...     
 a) lace-up shoes 1    
 b) running shoes 2    
 c) high heels 3    
 d) open-toed shoes 4    
 e) no shoes at all 5    
      
40. How do you know that a diabetic patient=s blood sugar 
is well controlled? 
    
      ………………………………………………………….    
      ………………………………………………………….    
      ………………………………………………………….    
 
 
 
 
   
 
 
 
41. A well controlled blood sugar will:  Yes No Don’t know 
 a) decrease complications     
 b) cause no complications     
 c) allows the patient to live longer     
      
42. Who is testing the bloodsugar of a diabetic 
patient when they visit the clinic? 
    
  
     ……………………………………………………….. 
  
 
 
      ………………………………………………………..     
      ………………………………………………………..     
      
   
 Thank you for your co-operation!!! 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
VRAELYS AAN LEKE GESONDHEIDSWERKERS AANGAANDE DIABETES MELLITUS 
 
Alle inligting is streng vertroulik. 
 
A.    BIOGRAFIESE INLIGTING 
 
Gebruik asseblief ŉ regmerkie  () in die betrokke blokkie 
1. Nommer van vraelys   1   
      
 
  
2. Geslag  Manlik   1   
   Vroulik   2   
         
3. Huistaal  Engels   1   
     Afrikaans   2   
     Xhosa   3   
     Zoeloe   4   
     Ander (spesifiseer) 
………………………………………………    
             
4. Ras    Swart   1   
     Kleurling   2   
     Indiёr   3   
     Blank   4   
           
5. Ouderdom   In jare   1   
 
 
       
 
  
6. Vlak van onderrig  Laerskool   1   
   Std 6-8  of  Graad 8-10  2   
   Std 9-10  of  Graad 11-12  3   
   Na matriek onderrig   4   
 
 
 
 
 
7. Hoe lank werk u as ŉ lekegesondheidswerker?    
   Jare   1   
   Maande   2   
         
8. Hoe lank is u betrokke by klinieke waar diabetiese pasiёnte 
behandel word? 
   
   Jare   1   
   Maande   2   
         
9. Watter kursus/opleiding het u gevolg om diabetiese pasiёnte te 
versorg? 
   
   ………………………………………………………………..                                                                
 
 
  
 …………………………………………………………………..     
 
 
 
 
 
 
 
B. 
 
 
 
 
 
 
 
 
U EN U PASIËNTE 
 
  
 
  
10. Hoeveel pasiёnte sien u per dag?      
   a) Minder as 20   1   
   b) Tussen 21 en 30   2   
   c) Tussen 31 en 40   3   
   d) Tussen 41 en 50   4   
   e) Tussen 51 en 60   5   
   f) Meer as 60   6   
  
 
    
 
  
 
 
 
11. Wat is die mees algemene gesondheidsprobleme waaroor die 
pasiënte by u kla? 
   
  
............................................................................................... 
 
 
  
 ...............................................................................................     
 ...............................................................................................     
12. Hoeveel van die pasiёnte wat u daagliks sien, ly aan Diabetes 
Mellitus? 
   
   a)  Weet nie   1   
   b) Minder as 5    2   
   c) Tussen 6 and 10   3   
   d) Tussen 11 and 15   4   
   e) Tussen 16 and 20   5   
   f) Tussen 21 and 25   6   
   g) Meer as 25   7   
         
13 a Het u genoeg tyd vir pasiёntonderrig?      
   Nee   1   
   Ja   2   
         
13 b Hoe lank spandeer u met elke pasiënt?      
 .................................................................................      
 
 
 
        
14. Watter van die volgende onderwerpe beskou u as belangrik om 
aan die diabetiese pasiёnt te verduidelik? 
   
  a) Die siekte self   
1 
  
  b) Behandeling   
2 
  
  c) Dieёt   
3 
  
  d)  Oefening   
4 
  
  e) Voetsorg   
5 
  
  f)  Komplikasies   
6 
  
 
 
 
  g) Toets van    
bloedsuiker 
  
7 
  
  h)  Gebruik van alkohol   
8 
  
  i)   Ander, spesifiseer 
……………………………………………… 
   
   
15. Hoe sal u u kennis aangaande Diabetes Mellitus meet?     
  Swak 1   
  Onder gemiddeld 2   
  Gemiddeld 3   
  Goed 4   
  Uitstekend 5   
      
16. Dink u dat ‘n gesonde dieёt belangrik is in die behandeling van 
Diabetes Mellitus 
   
  Ja 1   
  Nee 2   
      
17. Wat is ‘n gesonde dieët?     
 ..................................................................................................    
 ..................................................................................................    
 ..................................................................................................    
18. Na u mening, speel oefening ‘n belangrike rol in die behandeling 
van Diabetes Mellitus? 
   
  Ja 1   
  Nee 2   
      
19. Wat is die oorsake van Diabetes Mellitus?    
 .............................................................................................................    
 .............................................................................................    
 .............................................................................................    
 
 
 
 
C.   GEE U MENING TEN OPSIGTE VAN DIABETES MELLITUS IN DIE VOLGENDE 
STELLINGS 
 Gebruik asseblief ‘n regmerkie  ()  in die betrokke blokkie 
 Ja Nee Weet Nie 
20. Diabetes kan gekontroleer word met medikasie  1    
21. ‘n Klein bietjie suiker in die urine is goed  2    
22. Diabetes sal na ‘n ruk verdwyn  3    
23. Bekommernisse kan ‘n uitwerking hê op die bloedsuiker 4    
24. Hoë bloedsuikervlakke kan sig verswak  5    
25. Jy kan ook aan ligte diabetes ly  6    
       
26. Indien ja vir vraag 25, gee redes asseblief.      
 ………………………………………………………………      
 ………………………………………………………………      
 ………………………………………………………………      
       
    Ja Nee Weet Nie 
27. Tablette as behandeling van Diabetes Mellitus      
 f) Help om die hoeveelheid suiker in die bloed te 
verlaag 
 
1 
   
 g) Hoef nie elke dag geneem te word nie  2    
 h) Kan gestaak word as daar geen suiker in die urine 
is nie 
 
3 
   
 i) Kan somtyds té lae bloedsuiker veroorsaak  4    
 j) Pasiёnte kan enige iets eet of drink, as hulle hul 
tablette gereeld gebruik 
 
5 
   
 
 
 
 
    Ja Nee Weet Nie 
28. Pasiënte  wat insulien (inspuitings) gebruik, moet, 
as hulle siek is en nie wil eet nie … 
     
 f) dadelik ‘n dokter/die kliniek/’n apteker kontak  1    
 g) minder insulien neem  2    
 h) hul bloedsuiker toets  3    
 i) meer insulien neem  4    
 j) ‘n dokter kontak, as hulle baie braak  5    
       
29. Gee u mening vir die volgende stellings in verband 
met lae bloedsuikervlakke: 
     
 f) Daar is te veel suiker in die bloed  1    
 g) Lae bloedsuiker kan deur baie oefening veroorsaak 
word 
 2    
 h) Lae bloedsuiker kan deur alkohol veroorsaak word  3    
 i) Lae bloedsuiker kan deur te veel insulien 
veroorsaak word 
 4    
 j) Lae bloedsuiker kan veroorsaak word deur te veel 
te eet 
 5    
       
30. Gee u mening: Watter van die volgende simptome 
word dikwels met lae bloedsuiker vereenselwig? 
    
 i) Onduidelike spraak  1    
 j) Erge dors  2    
 k) Vol energie  3    
 l) Duiseligheid  4    
 m) Verwarring  5    
 n) Meer urineer as gewoonlik  6    
 o) Sweet  7    
 p) Aggressie  8    
 
 
 
 
    Ja Nee Weet Nie 
31. As die pasiёnt ‘n lae bloedsuiker lesing het, is dit 
raadsaam om … 
     
 e) dadelik ‘n soet drankie te neem  1    
 f) dadelik ‘n grondboontjiebotter toebroodjie te eet  2    
 g) die lae bloedsuiker te behandel en vir 15 minute te 
rus  3 
   
 h) aan sport deel te neem  4    
       
32. Oefening veroorsaak gewoonlik ...      
 d) lae bloedsuiker lesings  1    
 e) meer suiker in die urine  2    
 f) gewigsverlies  3    
       
33. Gee u mening vir elkeen van die volgende stellings 
in verband met die uitwerking van kossoorte op die 
bloedsuikervlak 
     
 h) Soet kossoorte beïnvloed die bloedsuiker lesing  1    
 i) Styselkosse (aartappels, brood ens.) beïnvloed die 
bloedsuikervlakke  2 
   
 j) Proteïnryke kossoorte (vleis, kaas ens.) beïnvloed 
die bloedsuiker vlakke  3 
   
 k) Hoë vet kossoorte sal die bloedsuikervlakke meer 
beïnvloed as lae vet kossoorte  4 
   
 l) ‘n Diabetiese persoon kan soveel vars vrugte eet as 
wat hy wil  5 
   
 m) ‘n Diabetiese persoon kan soveel onversoete 
vrugtesap drink as wat hy wil  6 
   
 n) Druiwe, piesangs en waatlemoene is goed vir 
diabetiese persone   7 
   
 
 
 
 
    Ja Nee Weet Nie 
34. Alkoholiese drankies (spesifiek bier, tuisgebroude 
drank en wyn) het gewoonlik die volgende uitwerking 
    
 c) Verlaag bloedsuikervlakke na ‘n rukkie  1    
 d) Verhoog bloedsuiker vlakke onmiddellik nadat dit 
ingeneem is  2 
   
       
35. Gee u mening in verband met die volgende stellings 
oor alkohol 
     
 c) As die pasiёnt 3 of meer glase bier, wyn of tuisge-
broude drank drink, kan ekstra tablette/insulien 
geneem word om bloedsuiker lesing te verlaag 
 1    
     
 d) As die pasiёnt 1 glas bier, wyn of tuisgebroude 
drank drink met ete is dit nie nodig om die 
behandeling (tablette of insulien) te verander nie. 
 2    
     
       
36. Gereelde ondersoeke by die kliniek of by die dokter 
is raadsaam om … 
     
 f) senuweebeskadiging van die voete te kontroleer  1    
 g) net die dinge waarmee die pasiёnt probleme het, 
na te gaan  2 
   
 h) die oë te toets  3    
 i) die cholesterolvlak te toets  4    
 j) die bloeddruklesing te kry  5    
 
 
 
 
    Ja Nee Weet Nie 
37. Indien iemand wat aan Diabetes Mellitus ly, rook …      
 f) kan dit voet probleme veroorsaak wat kan lei tot die 
verlies daarvan (amputasie van voete)  1 
   
 g) verhoog dit die risiko van hartprobleme  2    
 h) verhoog dit die risko van beroerte  3    
 i) kan dit ‘n goeie manier wees om gewig te verloor  4    
 j) kan dit longkanker veroorsaak  5    
       
38. Gee u mening in elkeen van die volgende stellings, 
in verband met voetsorg: 
     
 f) Dit is beter om skoene te dra wat ‘n nommer groter 
is as wat normaalweg gedra word  1 
   
 g) Om die voete van ‘n diabetiese persoon te week is 
baie goed  2 
   
 h) Voete kan beseer word sonder om dit te voel  3    
 i) Beserings aan die voete neem langer om te herstel 
as die persoon diabeties is  4 
   
 j) Ondersoek die voete daagliks en kyk uit vir 
liddorings, beserings, onsteking en blase  5 
   
       
39. Soorte skoene wat ‘n diabetiese persoon mag dra  
is … 
     
 f) toerygskoene  1    
 g) hardloop skoene (“takkies”)  2    
 h) hoё hakskoene  3    
 i) skoene waarvan die tone oop is  4    
 j) geen skoene, kaalvoet  5    
 
 
 
 
40. Hoe weet u dat die pasiёnt se bloedsuikervlak goed 
gekontroleer is? 
     
        ………………………………………………………….      
        ………………………………………………………….      
        ………………………………………………………….      
      
   Ja Nee Weet Nie 
41. ‘n Bloedsuiker wat goed gekontroleer is, sal …      
 d) komplikasies verminder  1    
 b)     veroorsaak dat daar geen komplikasies voorkom nie 2    
 c)     veroorsaak dat die pasiёnt langer leef  3    
       
42. Wie toets die bloedsuiker van die diabetiese pasiënt 
as hy die kliniek besoek? 
     
  
………………………………………………………………. 
 
 
 
 
 
 ……………………………………………………………….      
 ……………………………………………………………….      
 …………………………………………………………………
. 
 
 
 
 
 
   
 Baie dankie vir u samewerking!!! 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ANNEXURE J 
 
 
 
 
 
 
QUESTIONNAIRE : Diabetic Patients 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
QUESTIONNAIRE ON DIABETES MELLITUS FOR DIABETIC PATIENTS 
 
 
All information will be kept confidential 
 
A.    BIOGRAPHICAL DETAIL 
Please use a tick () in the appropriate space 
 
1. Questionnaire number   1   
      
 
  
2. Gender  Male   1   
   Female   2   
         
3. Home language  English   1   
     Afrikaans   2   
     Xhosa   3   
     Zulu   4   
     Other, specify 
…………………………………    
           
4. Race    Black   1   
     Coloured   2   
     Indian   3   
     White   4   
           
5. Age    In years   1   
  
 
 
 
 
 
  
 
 
 
 
 
 
 
 
  
 
 
 
  
 
  
 
 
 
6. Marital status   
 
  
 
  
     Single   1   
     Married   2   
     Divorced   3   
     Widowed   4   
7. Number of dependants     1   
           
8. How far is the nearest medical facility/clinic/doctor?     
     Less than ½km   1   
     Less than 1km   2   
     Between 1 and 2 km   3   
     Between 2 and 5 km   4   
     Between 5 and 10km   5   
     More than 10km   6   
         
9. Educational level  Primary school   1   
   Std 6-8  or  Grade 8-10  2   
   Std 9–10  or  Grade 11-12  3   
   Post matric qualification  4   
        
10. Employment  Unemployed   1   
   Seasonal   2   
   Contract work (Piece work)  3   
   Full time   4   
   
 
 
 
 
   
 
  
 
 
 
         
11 a Income             Regular 1   
  Irregular 2   
 
11 b Income Less than R500 per month 1   
  Between R501 and  R1 000 per month 2   
  Between R1 001 and R2 000 per month 3   
  More than R2 001 per month 4   
     
12 a Do you receive a grant?    
  Yes  1   
  No  2   
       
12 b If yes, which type of grant?     
  Pension  1   
  Disability grant  2   
  Other, specify    
  …………………………………………….    
13. If you receive a grant, who uses the grant?      
   Yourself  1   
   Dependants  2   
   Other, specify     
  
 
 
 
 
 
 
 
 
 ……………………………………………. 
 
  
 
 
 
        
14. Do you use alcohol?       
   Yes  1   
   No  2   
        
15. Do you use dagga (“grass”)?     
   Yes  1   
   No  2   
16. If yes, for alcohol, how often do you use it?    
   Every day  1   
   Once a week    2   
   More than once a week  3   
   Once in two weeks  4   
        
17  If yes for dagga, how often do you use it?     
   Every day  1   
   Once a week    2   
   More than once a week  3   
   Once in two weeks  4   
        
18. Do you smoke?  Yes  1   
   No  2   
        
19. If yes for smoking, what do you smoke?     
   Cigarettes  1   
   Pipe  2   
 
 
 
B.    ABOUT YOU AND THE DISEASE  
DIABETES MELLITUS 
    
20. Who said that you are a diabetic?      
   Sister at the clinic   1   
   Doctor   2   
   Pharmacist   3   
   Traditional healer   4   
   Other, specify      
   ………………………………………….    
         
21 a Are you a type 1 diabetic or a type 2 diabetic?      
  Do not know  1   
  Type 1  2   
  Type 2  3   
 
 
   
 
  
21 b Explain, in your own words, the difference between type 1 and 
type 2 diabetes 
………………………………………………………………………………… 
………………………………………………………………………………… 
………………………………………………………………………………... 
………………………………………………………………………………… 
………………………………………………………………………………… 
………………………………………………………………………………… 
…………………………………………………………………………………  
  
  
 
 
 
  
22. Years being diagnosed as suffering from Diabetes Mellitus    
  Less than 6 months  1   
  Between 6 months and 3 years 2   
  More than 3 years  3   
      
 
 
 
23. From whom do you receive advice and treatment for your 
Diabetes Mellitus? 
   
  Sister at the clinic 1   
  Doctor  2   
  Pharmacist 3   
  Family 4   
  Friends 5   
  Traditional healer 6   
  Other, specify    
  …………………………………………….    
24. How often do you attend/visit the above-mentioned advisor?    
  Weekly 1   
  Monthly 2   
  Every 3 months 3   
  Every 6 months 4   
  Once a year 5   
      
25. If you miss an appointment, state the reason    
   Transport 1   
  Finances 2   
  No facility nearby 3   
  Other, specify    
  ………………………………………………    
  ………………………………………………    
      
26. Are your medicines always available at the clinic?     
  Yes 1   
  No 2   
      
 
 
 
 
27. What do you regard as your main source of knowledge / 
information regarding Diabetes Mellitus? 
   
  Sister at the clinic 1   
  Traditional healer 2   
  Doctor 3   
  Pharmacist 4   
  Friends 5   
  TV  6   
  Radio 7   
  Family 8   
  Books 9   
  Magazines 10   
  Other, specify    
  ……………………………………………    
      
28 Which of the following topics about Diabetes Mellitus have been 
explained to you? 
   
  The disease itself 1   
  Treatment 2   
  Diet 3   
  Exercise 4   
  Footcare 5   
  Complications 6   
  Testing of bloodsugar 7   
  Use of alcohol 8   
 
 
 
 
29. Which of the following topics about Diabetes Mellitus do you want 
to know more about? 
   
  The disease itself 1   
  Treatment 2   
  Diet 3   
  Exercise 4   
  Footcare 5   
  Complications 6   
  Testing of bloodsugar 7   
  Use of alcohol 8   
      
30. To treat your Diabetes Mellitus, do you use?    
  Insulin (injections) only 1   
  Insulin (injections) and tablets 2   
  Tablets only 3   
  Diet only 4   
  
 
 
 
  
31. Do you use other medicines for Diabetes Mellitus not supplied by 
the clinic?  
  
  Only medicines from the clinic 1   
  Herbal 2   
  Traditional medicine 3   
  Names of medicine please    
  ……………………………………………..    
  ……………………………………………..    
  Over the counter supplement eg 
Procydin 
4   
  
 
 
 
Other, specify 
……………………………………………… 
……………………………………………… 
   
 
 
 
32. How do you test your blood sugar to know if it is high or low?    
  ………………………………………………    
  ………………………………………………    
  ………………………………………………    
 
 
 
C.   PLEASE CONSIDER THE FOLLOWING STATEMENTS ABOUT DIABETES 
MELLITUS 
Please use a tick () in the appropriate space 
 Yes No Don’t know 
33. Diabetes can be controlled with treatment  1    
34. A little sugar in the urine is a good thing  2    
35. Diabetes will go away after a while  3    
36. Worries can affect blood sugar  4    
37. High blood sugar levels can cause poor eyesight  5    
38 a You can also suffer from mild diabetes  6    
38 b Explain what you understand by mild diabetes      
           ………………………………………………………..      
           ………………………………………………………..      
           ………………………………………………………..      
 
    Yes No Don’t know 
 Question 39 only for people who take tablets to treat 
their diabetes 
 
  
   
39. Tablets for the treatment of diabetes …      
 k) help lower the amount of sugar in the blood  1    
 l) do not need to be taken every day  2    
 m) can be stopped if there is no sugar in the urine  3    
 n) sometimes causes tóó low blood sugar  4    
 
 
 
 o) you can eat and drink anything, if you take your 
tablets regularly 
 5    
       
 Question 40 only for people who take insulin 
(injections) to treat their diabetes 
     
40. If you are ill and do not want to eat, it is best to...      
 k) contact a doctor/clinic/pharmacist immediately  1    
 l) take less insulin (injections)  2    
 m) test your blood sugar  3    
 n) take more insulin (injection)  4    
 o) contact a doctor, if you vomit a lot  5    
       
 The remaining questions are for ALL respondents      
41. Please consider each of the following statements 
about low blood sugar: 
     
 k) There is too much sugar in the blood  1    
 l) Low blood sugar can be caused by an increase in 
exercise 
 2    
 m) Low blood sugar can be caused by alcohol  3    
 n) Low blood sugar can be caused by too much 
insulin (injections) 
 4    
 o) Low blood sugar can be caused by eating too much  5    
 
   Yes No Don’t know 
42. Please consider which of the following symptoms 
are commonly associated with low blood sugar: 
    
 q) Slurred speech 1    
 r) Feeling very thirsty 2    
 s) Feeling full of energy 3    
 t) Dizziness 4    
 u) Confusion 5    
 v) Passing more urine than usual 6    
 w) Sweating 7    
 x) Aggression 8    
 
 
 
43. If you have a low blood sugar, it is best to...     
 i) have a sweet drink immediately 1    
 j) eat a peanut butter sandwich immediately 2    
 k) treat low blood sugar and rest for 15 minutes 3    
 l) play sport 4    
      
44. Exercise usually causes...     
 g) lower blood sugar 1    
 h) more sugar in the urine 2    
 i) loss of weight 3    
      
 
   Yes No Don’t know 
45. Please consider each of the following statements 
about the effects of food on the blood sugar level: 
    
 o) Sweet foods affect the blood sugar 1    
 p) Starchy foods (potatoes, bread etc.) affect the 
blood sugar levels 2 
   
 q) Protein foods (meat, cheese etc.) affect the blood 
sugar levels 3 
   
 r) Fatty foods will affect the blood sugar levels more 
than low fat foods 4 
   
 s) As a diabetic, you can eat as much fresh fruit as 
you want 5 
   
 t) As a diabetic, fresh, unsweetened fruit juice can be 
drunk freely 6 
   
 u) Grapes, bananas and watermelon are good for 
diabetics 7 
   
      
46. Alcoholic drinks (particularly beer, home brewed 
drinks  and wines) generally..... 
    
 e) lower blood sugar levels after a while 1    
 f) raise blood sugar levels immediately after being 
taken 2 
   
      
 
 
 
47. Please consider the following statements about 
alcohol: 
    
 e) If drinking 3 or more glasses of beer/ wine/ home 
brewed drinks, extra tablets/ insulin (injections) 
could be taken to lower blood sugar 
1    
    
 f) If drinking 1 glass of wine,  beer or home brewed 
drinks with a meal, no change in treatment is 
necessary 
2    
    
 
   Yes No Don’t know 
48. Regular examinations at the clinic or doctor are 
recommended to check ….. 
    
 k) for nerve damage to your feet 1    
 l) only things you are having problems with 2    
 m) your eyes  3    
 n) your cholesterol  4    
 o) your blood pressure  5    
      
49. If someone with diabetes smokes....     
 k) it can cause foot problems which can lead to 
loosing their feet 1 
   
 l) the risk of heart problems are more 2    
 m) the risk of stroke is more 3    
 n) it can be a good way of keeping the weight down 4    
 o) it can cause lung cancer 5    
      
50. Please consider each of the following statements 
about foot care: 
    
 k) It is best to wear shoes which are a size larger than 
your own size 1 
   
 l) Soaking your feet is good for them 2    
 m) You may injure your feet without feeling it 3    
 n) Foot injuries can take longer to heal if you have 
diabetes 4 
   
 
 
 
 o) Check your feet for corns, injuries, infections and 
blisters daily 5 
   
      
 
   Yes No Don’t know 
51. Types of shoes that a diabetic person can wear...     
 k) lace-up shoes 1    
 l) running shoes 2    
 m) high heels 3    
 n) open-toed shoes 4    
 o) no shoes at all 5    
      
52. How do you know that your blood sugar is well 
controlled? 
    
        ………………………………………………………….    
        ………………………………………………………….    
        ………………………………………………………….    
  Yes No Don’t know 
53. A well controlled blood sugar will:   
 e) decrease complications 1    
 f) cause no complications 2    
 g) allows you to live longer 3    
   
54 Give any suggestions to make your care as a diabetic patient better.  
          …………………………………………………………………………………  
          …………………………………………………………………………………  
          …………………………………………………………………………………  
   
 Thank you for your co-operation!!! 
 
 
 
 
 
VRAELYS AAN DIABETIESE PASIËNTE AANGAANDE DIABETES MELLITIS 
 
Alle inligting is streng vertroulik. 
 
A.    BIOGRAFIESE INLIGTING 
 
Gebruik asseblief ‘n regmerkie  () in die betrokke blokkie 
 
1. Nommer van vraelys 1   
       
2. Geslag  Manlik 1   
   Vroulik 2   
       
3. Huistaal  Engels 1   
     Afrikaans 2   
     Xhosa 3   
     Zoeloe 4   
     Ander, Spesifiseer .   
     ………………………..    
         
4. Ras    Swart 1   
     Kleurling 2   
     Indiёr 3   
     Blank 4   
         
5. Ouderdom   In jare 1   
        
6. Huwelik 
status 
  Enkel 1   
    Getroud 2   
    Geskei 3   
    Weduwee/wewenaar 4   
7. Hoeveel afhanklikes het u?  1   
      
8. Hoe ver is die naaste mediese fasiliteit/kliniek/dokter van waar u 
woon?  
  
  Nader as ½km 1   
  Nader as 1 km 2   
  Tussen 1 en 2 km 3   
  Tussen 2 en 5 km 4   
 
 
 
  Tussen 5 en 10 km 5   
  Verder as 10 km 6   
      
9. Vlak van onderrig  Laerskool   1   
   Std 6-8 of Graad  8-10  2   
   Std 9-10 of Graad 11-12  3   
   Na matriek kwalifikasie  4   
        
10. Werk geskiedenis.     
   Werkloos   1   
   Seisoenwerk   2   
   Stuk werk (kontrak werk)  3   
   Werk voltyds   4   
         
11 a Inkomste.    
   Gereeld   1   
   Ongereeld   2   
         
11 b Inkomste      
   Minder as R500 per maand  1   
   Tussen R501 en R1000 per maand 2   
   Tussen R1001 en R2000 per maand 3   
   Meer as R2001 per maand  4   
         
12 a Ontvang u ‘n toelaag?    
  Ja 1   
  Nee 2   
      
12 b As u antwoord ja is, watter tipe toelaag kry u?    
  Pensioen 1   
  Ongeskiktheidstoelaag 2   
  Ander, spesifiseer    
  ……………………………………………….    
      
13. As u ‘n toelaag kry, wie gebruik die toelaag?      
   Uself   1   
   Afhanklikes   2   
   Ander, spesifiseer      
 
 
 
   …………………………………………….    
         
14. Gebruik u alkohol?  Ja   1   
   Nee   2   
         
15. Gebruik u dagga?  Ja   1   
   Nee   2   
16. As u alkohol gebruik, hoe dikwels gebruik u dit?    
   Elke dag  1   
   Een keer ‘n week  2   
   Meer as een keer ‘n week  3   
   Een keer elke 2 weke  4   
        
17. As u dagga gebruik, hoe dikwels gebruik u dit?     
   Elke dag  1   
   Een keer ‘n week  2   
   Meer as een keer ‘n week  3   
   Een keer elke 2 weke  4   
        
18. Rook u?  Ja  1   
   Nee  2   
        
19. As u rook, wat rook u?  Sigarette  1   
   Pyp  2   
        
B.   U EN DIE SIEKTE DIABETES MELLITUS     
20. Wie het gesê u ly aan diabetes?    
   Suster by die kliniek    1   
   Dokter  2   
   Apteker  3   
   Tradisionele geneesheer  4   
   Ander, spesifiseer      
   ……………………………………………..    
21 a Is u ‘n tipe 1 of ‘n tipe 2 diabeet?      
   Ek weet nie   1   
 
 
 
   Tipe 1   2   
   Tipe 2   3   
         
21 b Verduidelik in u eie woorde wat die verskil is tussen tipe 1 en tipe 
2 diabetes. 
   
 …………………………………………………………………………….    
 …………………………………………………………………………….    
 …………………………………………………………………………….    
 …………………………………………………………………………….    
 …………………………………………………………………………….    
 …………………………………………………………………………….    
         
22. Jare wat u as diabeties gediagnoseer is.      
  Minder as 6 maande   1   
  Tussen 6 maande en 3 jaar  2   
  Meer as 3 jaar   3   
   
 
 
 
  
 
  
23. Waar gaan u heen vir advies en medisyne as behandeling vir u 
Diabetes Mellitus? 
   
  Suster by die kliniek   1   
  Dokter 2   
  Apteker 3   
  Familie 4   
  Vriende 5   
  Tradisionele geneesheer 6   
  Ander, spesifiseer asseblief    
  ……………………………………………    
 
 
 
  
  
 
 
 
24. Hoe dikwels besoek u bogenoemde persoon/persone? 
  Weekliks 1   
  Een keer per maand 2   
  Elke derde maand 3   
  Elke sesde maand 4   
  Een keer per jaar 5   
      
25. As u ‘n afspraak nie kan na kom nie, wat is u rede?    
  Vervoer probleme 1   
  Geldelike probleme 2   
  Geen fasiliteit naby 3   
  Spesifiseer ander redes    
  ……………………………………………..    
  ……………………………………………..    
      
26. Is u medisyne altyd beskikbaar by die kliniek?    
  Ja 1   
  Nee 2   
      
27. Volgens u mening, wie of wat is die beste inligtingsbron in 
verband met Diabetes Mellitus? 
    
  Suster by die kliniek 1   
  Tradisionele geneesheer 2   
  Dokter 3   
  Apteker 4   
  Vriende 5   
  TV 6   
  Radio 7   
  Familie 8   
 
 
 
  Boeke 9   
  Tydskrifte 10   
  Ander, spesifiseer    
  …………………………………………….    
      
28. Watter van die volgende onderwerpe oor Diabetes Mellitus is aan 
u verduidelik? 
   
  Die siekte self 1   
  Behandeling 2   
  Dieët 3   
  Oefening 4   
  Voetsorg 5   
  Komplikasies 6   
  Toets van bloedsuiker 7   
  Gebruik van alkohol 8   
      
29. Watter van die volgende onderwerpe oor Diabetes Mellitus wil u 
meer van weet? 
   
  Die siekte self 1   
  Behandeling 2   
  Dieët 3   
  Oefening 4   
  Voetsorg 5   
  Komplikasies 6   
  Toets van bloedsuiker 7   
  Gebruik van alkohol 8   
   
  
  
30. As behandeling van u Diabetes Mellitus, gebruik u …  
 
  
  Slegs insulien (inspuitings) 1   
  Insulien (inspuitings) en tablette 2   
 
 
 
  Slegs tablette 3   
  Dieёt alleenlik 4   
      
31. Gebruik u ander medisyne vir Diabetes Mellitus wat nie deur 
die kliniek verskaf word nie? 
    
  Gebruik slegs kliniek medisyne 1   
  Kruie 2   
  Tradisionele medisyne  3   
                        Noem soorte ……………………………………………..    
  ……………………………………………..    
  ……………………………………………..    
  Oor die toonbank aanvullings bv Procydin 4   
  Ander, spesifiseer    
  ………………………………………………    
  ………………………………………………    
  ………………………………………………    
      
32. Hoe toets u u bloedsuiker om te weet of dit hoog of laag is?    
  ………………………………………………………………………….    
  ………………………………………………………………………….    
  ………………………………………………………………………….    
  ………………………………………………………………………….    
 
 
 
 
 
 
C.     GEE U MENING TEN OPSIGTE VAN DIABETES MELLITUS IN DIE VOLGENDE 
STELLINGS 
Gebruik asseblief ‘n regmerkie (Υ)  in die betrokke blokkie 
 Ja Nee Weet 
Nie 
33. Diabetes kan gekontroleer word met medikasie  1    
34. ‘n Klein bietjie suiker in die urine is goed  2    
35. Diabetes sal na ‘n ruk verdwyn  3    
36. Bekommernisse kan ‘n uitwerking hê op die 
bloedsuiker  4 
   
37. Hoë bloedsuikervlakke kan sig verswak  5    
38a Jy kan ook aan ligte diabetes ly  6    
38 b Verduidelik wat u onder ligte diabetes verstaan?      
      …………………………………………………………….      
      …………………………………………………………….      
 
 
 
      …………………………………………………………….      
    Ja Nee Weet 
Nie 
 Vraag 39 is slegs vir persone wat net tablette neem as 
behandeling van Diabetes Mellitus 
     
39. Tablette as behandeling van Diabetes Mellitus …      
 p) help om die hoeveelheid suiker in die bloed te 
verlaag 
 
1 
   
 q) hoef nie elke dag geneem te word nie  2    
 r) kan gestaak word as daar geen suiker in die urine 
is nie 
 
3 
   
 s) kan somtyds té lae bloedsuiker veroorsaak  4    
 t) jy kan enige iets eet of drink, as jy jou tablette 
gereeld gebruik 
 
5 
   
 
 
 
 
      
 Vraag 40 slegs vir persone wat insulien (in-spuitings)as 
behandeling vir Diabetes Mellitus gebruik. 
     
40. Pasiënte  wat insulien gebruik, moet, as hulle siek 
is en nie wil eet nie … 
     
 p) dadelik ‘n dokter/die kliniek/’n apteker kontak  
1 
   
 q) minder insulien neem  
2 
   
 r) hul bloedsuiker toets  
3 
   
 s) meer insulien neem  
4 
   
 t) ‘n dokter kontak, as hulle baie braak  
5 
   
       
 
 
 
DIE VOLGENDE VRAE IS VIR ALLE RESPONDENTE 
     
41. Gee u mening vir die volgende stellings in verband 
met lae bloedsuikervlakke: 
     
 p) Daar is te veel suiker in die bloed  
1 
   
 q) Lae bloedsuiker kan deur baie oefening 
veroorsaak word 
  
2 
   
 r) Lae bloedsuiker kan deur alkohol veroorsaak word  
3 
   
 s) Lae bloedsuiker kan deur te veel insulien inspuit-
ings veroorsaak word 
 
4 
   
 t) Lae bloedsuiker kan veroorsaak word deur te veel 
te eet 
 
5 
   
 
 
 
   Ja Nee Weet 
Nie 
42. Gee u mening: Watter van die volgende simptome 
word dikwels met lae bloedsuiker vereenselwig? 
    
 y) Onduidelike spraak 1    
 z) Erge dors 2    
 aa) Vol energie 3    
 bb) Duiseligheid 4    
 cc) Verwarring 5    
 dd) Meer urineer as gewoonlik 6    
 ee) Sweet 7    
 ff) Aggressie 8    
      
43. As u ‘n lae bloedsuiker lesing het, is dit raadsaam 
om … 
    
 m) dadelik ‘n soet drankie te neem 1    
 n) dadelik ‘n grondboontjiebotter toebroodjie te eet 2    
 o) die lae bloedsuiker te behandel en vir 15 minute  
te rus 3 
   
 p) aan sport deel te neem 4    
      
44. Oefening veroorsaak gewoonlik …     
 j) Lae bloedsuike lesings 1    
 k) Meer suiker in die urine 2    
 l) Gewigsverlies 3    
 
 
 
 
   Ja Nee Weet 
Nie 
45. Gee u mening vir elkeen van die volgende stellings 
in verband met die uitwerking van kossoorte op die 
bloedsuikervlak 
    
 v) Soet kossoorte beïnvloed die bloedsuiker lesing 1    
 w) Styselkosse (aartappels, brood ens) beïnvloed   
die bloedsuiker vlakke 2 
   
 x) Proteïnryke kossoorte (vleis, kaas, ens)    
beïnvloed die bloedsuiker vlakke 3 
   
 y) Hoë vet kossoorte sal die bloedsuikervlakke meer 
beïnvloed as lae vet kossoorte 4 
   
 z) As ‘n diabetiese persoon, kan u soveel vars  
vrugte eet as wat u wil 5 
   
 aa) As ‘n diabetiese persoon, kan u soveel onver- 
soete vrugtesap drink as wat u wil 6 
   
 bb) Druiwe, piesangs en waatlemoene is goed vir 
diabetiese persone  7 
   
 
 
  
   
      
46. Alkoholiese drankies (spesifiek bier, tuisgebroude 
drank en wyn) het gewoonlik die volgende 
uitwerking 
 
Ja Nee Weet 
Nie 
 g) Verlaag bloedsuikervlakke na ‘n rukkie 1    
 h) Verhoog bloedsuikervlakke onmiddellik nadat dit 
ingeneem is 2 
   
      
47. Gee u mening in verband met die volgende stellings 
oor alkohol 
    
 g) As u 3 of meer glase bier, wyn of tuisgebroude 
drank drink, kan ekstra tablette/insulien geneem 
word om bloedsuiker lesing te verlaag 
1 
   
 
   
 h) As u 1 glas bier, wyn of tuisgebroude drank    
drink met ete is dit nie nodig om u behandeling 
(tablette of insulien) te verander nie. 
2    
    
 
 
 
 
   Ja Nee Weet 
Nie 
48. Gereelde ondersoeke by die kliniek of by die dokter 
is raadsaam om … 
    
 p) senuweebeskadiging van die voete te kontroleer 1    
 q) net die dinge waarmee u probleme het, na te gaan 2    
 r) u oë te toets 3    
 s) u cholesterolvlak te toets 4    
 t) u bloeddruklesing te kry 5    
      
49. Indien iemand wat aan Diabetes Mellitus ly, rook …     
 p) kan dit voet probleme veroorsaak wat kan lei tot 
die verlies daarvan (amputasie van voete) 1 
   
 q) verhoog dit die risiko van hart probleme 2    
 r) verhoog dit die risiko van beroerte 3    
 s) kan dit ‘n goeie manier wees om gewig te verloor 4    
 t) kan dit longkanker veroorsaak 5    
      
50. Gee u mening in elkeen van die volgende stellings, 
in verband met voetsorg: 
    
 p) Dit is beter om skoene te dra wat ‘n nommer 
groter is as wat normaalweg gedra word 1 
   
 q) Om die voete te week, is baie goed 2    
 r) Voete kan beseer word sonder om dit te voel 3    
 s) Beserings aan die voete neem langer om te 
herstel as die persoon diabeties is 4 
   
 t) Ondersoek die voete daagliks en kyk uit vir 
liddorings, beserings, onsteking en blase 5 
   
   Ja Nee Weet 
Nie 
51. Soorte skoene wat ‘n diabetiese persoon mag dra 
… 
    
 p) toerygskoene 1    
 q) hardloop skoene (“takkies”) 2    
 r) hoё hakskoene 3    
 s) skoene waarvan die tone oop is 4    
 t) geen skoene, kaalvoet 5    
      
52. Hoe weet u dat u bloedsuikervlak goed 
gekontroleer is? 
    
      ………………………………………………………….   
 
 
 
 
 
      ………………………………………………………….   
 
 
      ………………………………………………………….  
 
 
 
 
  Ja Nee Weet 
Nie 
53. ‘n Bloedsuikerlesing wat goed gekontroleer is,  
sal … 
    
 h) komplikasies verminder     
 i) veroorsaak dat daar geen komplikasies voorkom 
nie 
 
  
 
 j) veroorsaak dat u langer leef     
      
54 Gee asseblief enige voorstelle wat u versorging as ‘n 
diabetiese persoon sal verbeter 
    
  
……………………………………………………………….. 
 
  
 
 ………………………………………………………………..     
 ……………………………………………………………….     
 Baie dankie vir u samewerking!!! 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ANNEXURE K 
 
 
 
 
 
ORGANOGRAM 
 
CACADU DISTRICT MUNICIPALITY 
 
DEPARTMENT – HEALTH SERVICES 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ORGANOGRAM 
 
 
CACADU DISTRICT MUNICIPALITY 
DEPT. HEALTH SERVICES 
 
MANAGER: HEALTH SERVICES 
 
 
 
MANAGER: PRIMARY HEALTH CARE 
 
       
 
KOUGA  KOUKAMMA  SUNDAYS RIVER 
REGION  REGION  REGION 
(CPN          (CPN)   (CPN) 
          
                      
  
CLINIC     CLINIC   CLINIC 
(SPN)       (SPN)    (SPN)  
 
                      
  PN        PN        PN  
 
                     
  EN        EN         EN 
  
 
                      
   NA        NA          NA 
 
                      
CLERK   CLERK       CLERK 
 
                       
  CLEANER   CLEANER      CLEANER 
 
LEGEND:       Other Health 
Professionals  
CPN Chief Professional Nurse    Medical doctor 
SPN Senior Professional Nurse    Pharmacist 
PN Professional Nurse     Dietician 
EN Enrolled Nurse      Nutritionist 
NA Nursing Auxiliary     Physiotherapist 
         Social Worker 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ANNEXURE L 
 
 
 
 
 
VISION & MISSION: 
 
CACUDU DISTRICT MUNICIPALITY 
DEPARTMENT: HEALTH SERVICES 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ANNEXURE M 
 
 
 
 
 
 
CLINIC OBJECTIVES: 
 
CACUDU DISTRICT MUNICIPALITY 
DEPARTMENT: HEALTH SERVICES 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CLINIC OBJECTIVES: 
 
CACADU DISTRICT MUNICIPALITY 
DEPARTMENT: HEALTH SERVICES 
 
 
 
Derived from the vision and mission, the following objectives for each of the health 
care clinics serviced by the Cacadu District Municipality, department : Health 
Services have been set. 
 
 
Comprehensive health care clinics provide curative, preventive, psychiatric and 
midwifery services.  The emphasis is, however, on preventive intervention and 
applied on three levels: 
 
 
Primary prevention: 
- Health promotive measures, i.e. health education, parent education, 
promotion of family planning, good nutrition etc. 
- Specific protective measures, i.e. immunisation, personal hygiene, genetic 
counselling etc. 
 
Secondary prevention: 
- The aim is to cure and prevent disease processes, to prevent spread of 
communicable diseases etc. by 
- dealing with health crises either directly or by referral to suitable agencies; 
- case finding and screening surveys; 
- early diagnosis and prompt treatment. 
 
Tertiary prevention: 
- The aim of tertiary prevention is to limit advanced disease by rehabilitation 
and maintenance in the community; 
- rehabilitation is concerned with re-training and re-education after loss of 
ability; 
- chronic diseases are treated to maintain the patient in the community and to 
prevent complications. 
 
 
The following services are available to encompass the above-mentioned: 
- ante-natal care, post natal care, mother and baby wellness, family planning 
services; 
- chronic diseases e.g. hypertension, diabetes etc.; 
- tuberculosis, sexually transmitted diseases; 
- HIV/AIDS counselling, test and treatment; 
- mental health; and 
- treatment and / or referral of acute cases. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ANNEXURE N 
 
 
 
 
 
JOB DESCRIPTION FORM 
 
PROFESSIONAL HEALTH NURSE 
CACUDU DISTRICT MUNICIPALITY 
DEPARTMENT: HEALTH SERVICES 
(KOUGA HEALTH: SUB DISTRICT) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ANNEXURE O 
 
 
 
 
 
NATIONAL PROGRAMME (GUIDELINES) FOR 
CONTROL AND MANAGEMENT OF DIABETES TYPE 2 
AT PRIMARY LEVEL 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
ANNEXURE P 
 
 
 
 
 
 
HEALTH PASSPORT FOR ADULTS 
DEPARTMENT OF HEALTH 
PATIENT RECORD CARD 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
